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Accompanying Statement by 

Joseph A. Califano, Jr., Chairman and President 

Nine and a half million high school students— 60 
percent— and almost five million middle school 
students— 30 percent— are going back to schools 
where drugs are used, kept and sold. 

Substance abuse and addiction will add at least 
$41 billion— 10 percent— to the costs of 
elementary and secondary education this year, 
in class disruption and violence, special 
education and tutoring, teacher turnover, 
truancy, children left behind, property damage, 
injury and counseling. 

These are just two of the disturbing conclusions 
of Malignant Neglect: Substance Abuse and 
America 's Schools, this back to school report of 
The National Center on Addiction and 
Substance Abuse (CASA) at Columbia 
University, based on six years of analysis, 
surveys, focus groups and field investigations. 

Two overarching findings of years of CASA 
research have prompted this intensive 
examination of substance abuse and the nation’s 
schools: an individual who gets through age 21 
without smoking, using drugs or abusing alcohol 
is virtually certain never to do so, and next to 
parents, schools (the entire school environment) 
have the greatest influence on children. 

Over the past six years, CASA has surveyed 12- 
to 17-year olds and their teachers, principals and 
parents about their attitudes towards tobacco, 
alcohol and illegal drugs. We have conducted 
focus groups of teens, parents, teachers and 
school administrators; examined a host of 
middle and high school programs designed to 
prevent student substance abuse; tested and 
developed a program for high risk children 
(CASASTART); analyzed the underlying data 
accumulated over several years in extensive 
national data sets; examined the work of 
hundreds of researchers reported in 1,000 
articles and books; convened experts in 
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education, finance, budgeting and psychology; 
and interviewed countless individuals engaged 
in the middle and high school world. 

Many caring individuals have wrestled with the 
problem of drugs in our schools, but perhaps the 
report’s most troubling indictment is that the 
infestation of our schools with alcohol and drugs 
is due to malignant neglect of parents, teachers, 
administrators, communities and the students 
themselves. 

Parents raise hell and refuse to send their kids to 
classrooms infested with asbestos or lice. Yet 
every day they ship their children off to schools 
riddled with illegal drugs. 

Teachers hold parents accountable for their 
students’ use of alcohol, tobacco and illegal 
drugs. Faced with pupils abusing substances, 
teachers often try to ignore them, or remove 
those who become disruptive from their 
classrooms. 

Administrators look to zero-tolerance policies 
and brief curriculum courses to cover their 
bureaucratic responsibilities to prevent student 
substance abuse. 

Parents blame schools and teachers. Teachers 
blame parents. School administrators point to 
lack of community support. Communities say 
teachers are lax and principals indifferent. 
Students blame peer pressure and lack of 
parental interest. 

The finger pointing and denial constitute a 
conspiracy of silence that threatens millions of 
our nation’s children and savages many of them 
for life. Parents deny that their child or their 
child’s friends could be using drugs. School 
administrators have every.incentive to downplay 
the extent of smoking, drinking and drug use on 
school grounds. Teachers claim their job is to 
teach math, reading or history, not to spot or 
police substance use by their pupils. 

Students, especially juniors and seniors in high 
school, decline to report classmates who are 
using or dealing drugs. 



Communities fail to provide sufficient out of 
school activities, vigorous enforcement of laws 
prohibiting the sale of cigarettes and alcohol to 
minors, and treatment for substance abusing 
teens. 

This collective response is reminiscent of the 
three monkeys guarding the Shogun’s stable: 
see no evil, hear no evil, speak no evil. For the 
most part, we close our eyes or look the other 
way; we choose not to speak up and demand that 
our schools be substance free. It is time for each 
of us to stop looking out the window and start 
looking in the mirror. 

An aura of despair and misunderstanding leads 
too many Americans to look on experimentation 
with cigarettes, alcohol and illegal drugs as a 
benign rite of passage, “something the kids will 
get over.” Quite the contrary, a high proportion 
of students who experiment with these drugs 
continue using them throughout their high 
school years. Among students who have ever: 

• tried cigarettes, 85.7 percent, more than two 
million students, are still smoking in twelfth 
grade 

• been drunk, 83.3 percent, more than two 
million students, are still getting drunk in 
twelfth grade 

• tried marijuana, 76.4 percent, more than 1.5 
million students, are still smoking pot in 
twelfth grade. 

Every American child will face a conscious 
choice whether to smoke, drink or use drugs 
before they graduate from high school. What 
each chooses will be related to a host of factors, 
including parental and family engagement, 
religious and moral values, genetics, learning 
disabilities and psychological factors. Schools 
have a unique opportunity to affect two of the 
critical factors: availability of drugs and 
students’ perception of risk in using them. 

Students who attend schools where substances 
are used, kept and sold are twice as likely to 
smoke, drink or use illegal drugs as those who 
attend drug-free schools. Students who perceive 





the risk of using drugs as slight are more likely 
to try them. The lack of perception of risk is a 
key reason for the explosion of Ecstasy use 
among our youth and why National Institute on 
Drug Abuse Director Alan I. Leshner, Ph D. is 
trying to get Americans to appreciate the danger 
of brain damage from such use. 

Schools shoulder primary responsibility to keep 
tobacco, alcohol and illegal drugs off their 
premises. To fulfill that responsibility, schools 
have tended to rely on zero-tolerance policies 
(some including testing) and a few hours of 
curricula on substance abuse. 

Zero-tolerance policies mandate suspension or 
expulsion of any student caught smoking, 
drinking or using illegal drugs. Administrators 
who fear the consequences of admitting that they 
have drug problems in their school support zero 
tolerance policies that promptly remove students 
caught using substances. Such policies are a 
double-edged sword. They send a loud and clear 
no-use message. But they can encourage parents 
who know of drug use by a child and students 
who know of such use by a classmate to remain 
silent because of fear of expulsion from school, 
often allowing the child or classmate to become 
more dependent on the drug. Moreover, too few 
schools with such policies work with troubled 
students to get them into treatment; even fewer 
offer the hope of return to school to help 
motivate such students to enter and complete 
treatment. 

The other instrument that schools commonly use 
to deal with student substance abuse is 
curriculum designed to provide information 
about the risk of drug use and to help students 
develop the will and skills to say no. These 
courses have a role, but their value is inherently 
limited, especially in a school where students 
can easily obtain drugs from a classmate and 
keep cigarettes and alcohol in their lockers. 

More than 50 percent of 15- to 17-year olds and 
almost a quarter of 12- to 14-year olds know 
someone at their schools who sells drugs. 

The CASA report notes that there is little 
evidence that curricula in existence have had any 
extended impact on student smoking, drinking or 



drug use because so many other factors-parental 
engagement, parental substance use, depression, 
anxiety, availability of substances, learning 
disabilities— are beyond the scope of these 
curricula. The report has suggestions to make 
these courses more effective— conduct them in 
each of the 12 years of elementary and 
secondary school; intensify them at transitions 
from lower to middle school and middle to high 
school; cover cigarettes and alcohol as well as 
illegal drugs; have individuals likely to influence 
kids (such as public health experts, athletes and 
peers) conduct them. But the report cautions 
against reliance on curricula as silver bullets that 
render parental, teacher and community 
involvement unnecessary. 

Without the active engagement of parents, 
students and community members in broad 
efforts to prevent substance use, curriculum 
programs alone are little more than “feel good” 
Band-Aids on the problem of student substance 
use and abuse. 

Our collective failure to take advantage of the 
full range of opportunities to prevent and reduce 
substance abuse in our schools and among our 
students is nothing short of neglect. Any parent, 
fellow student, teacher, principal, administrator, 
coach, secretary, counselor, nurse, bus driver or 
other school staff member who averts his or her 
eyes from a student suspected of using or 
abusing tobacco, alcohol or drugs is neglecting 
that child. Whether borne of despair, 
complacency, frustration or disregard, this 
neglect is not benign. It is a malignant neglect 
compromising the lives and futures of our 
children and metastasizing steadily and surely to 
younger children. 

Tobacco, alcohol and illicit drugs in schools are 
fueled by neglect when parents fail to be 
actively engaged in their child’s life; when 
teachers and principals fail to ensure that drugs 
are not kept, used or sold on their premises; 
when communities fail to become active 
partners in the fight against youth substance use; 
when students fail to help classmates. This 
nation has a massive and pervasive problem of 
drugs in our middle and high schools and we 
must muster a massive and pervasive response to 
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provide a drug-free school environment for our 
children. 

This report continues CASA’s ongoing analysis 
of the impact of substance abuse on America’s 
systems and populations. We wish to thank the 
many school administrators and teachers, 
parents and students who participated in 
CASA’s focus groups and shared their ideas 
about how substance use and abuse affect them 
and their schools and their ideas for 
improvement and to the numerous individuals 
we interviewed in preparing this report. We also 
are grateful to the group of experts who 
participated as part of CASA’s analysis of the 
impact of substance abuse on the costs of 
education. 

Susan E. Foster, M.S.W., CASA’s Vice 
President and Director of Policy Research and 
Analysis directed this extensive effort. Linda 
Richter, Ph.D., senior research associate, was the 
principal researcher. Other CASA staff who 
contributed to the research are: Michele 
Montavon, Ed.D., program associate; Larry 
Murray, M.S.W., CASA Fellow; and Paula 
Perlmutter, M.P.H, research associate. David 
Man, Ph.D., CASA’s librarian, Ivy Truong, 
library research associate, and Barbara 
Kurzweil, library research specialist, were a big 
help. Jane Carlson, as usual, handled the 
administrative chores with efficiency and good 
spirit. 

For the financial support that made this 
undertaking possible, the Board of Directors of 
CASA and our staff of professionals extend our 
appreciation to the Conrad N. Hilton 
Foundation, Primerica Financial Services and 
The Atlantic Philanthropies. The Conrad N. 
Hilton Foundation has long been at the forefront 
in seeking the most effective way-for schools to 
prevent and reduce student substance use, 
including financing the development of Project 
ALERT and its evaluation. As Hilton learned 
that the initial benefits of the program were not 
holding over time, the Foundation has invested 
in this research to discover improved and new 
interventions and is testing an extension of the 
program in South Dakota. The persistence of 
the Hilton Foundation in working on this 



problem is a rare example of philanthropy 
staying the course on a difficult problem. 

While many individuals and institutions 
contributed to this effort, the findings and 
opinions expressed herein are the sole 
responsibility of CASA. 
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Chapter I 

Introduction and Executive Summary 



For at least 9.5 million high school students (60 
percent) and almost five million middle school 
students (30 percent), back to school means 
returning to places where illegal drugs are used, 
kept and sold. For six consecutive years, 12- to 
17-year olds have reported that drugs are the 
number one problem they face. Each year 
substance abuse costs our schools at least $4 1 
billion dollars in truancy, special education and 
disciplinary programs, disruption, teacher turnover 
and property damage. 



As drugs and alcohol have infested our schools 
and threatened our children and their ability to 
learn and develop their talents, too many 
Americans—parents, teachers, school 
administrators and students themselves— have 
looked the other way, hoping that a curriculum 
program or zero-tolerance policy would take care 
of the problem, or that in any case experimentation 
with drugs was a relatively benign right of 
passage. 

This malignant neglect has created an environment 
where every child in America will be required to 
make a conscious choice whether to use drugs 
before graduating from high school, in large 
measure because drugs will be available— and 
offered-to them at the schools they attend. 

This CASA report is the first comprehensive 
analysis of all available data on substance use in 
our schools and among our students. It is designed 
to clarify how tobacco, alcohol and illicit drug use 
affects schools and to suggest what it will take to 
make our schools and children substance free. 



For six years, CASA has been probing the 
attitudes of teens and those adults who most 
influence them through its Annual Teen Surveys 
and numerous focus groups. This report draws on 
data from those surveys in which teens, parents, 
teachers and principals from across the nation 
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have been interviewed about their attitudes, beliefs 
and behaviors. 

Over the past six years, CASA has conducted 
almost 100 focus groups with students, teachers, 
parents and school personnel involved in public, 
private and parochial schools across the country.* 

We have analyzed the underlying data 
accumulated over several years from extensive 
national data sets that contain information about 
youth substance use. 

CASA convened a panel of experts in education 
finance, reporting and budgeting to help estimate 
costs of substance abuse to schools. 

CASA examined school-based programs designed 
to prevent and treat substance abuse or deal with 
its consequences and consulted scores of school 
officials to understand how these programs work 
and how substance abuse affects schools. 

Finally, we conducted an extensive review of the 
work of hundreds of researchers reported in 1,000 
articles and publications concerning substance 
abuse and education. 

Key Findings 

• More than half of all teens and 60 percent of 
high school teens— 9.5 million high school 
students and almost five million middle school 
students-report that drugs are used, kept or 
sold at their schools. 

• CASA estimates conservatively that this 
country spends at least $41 billion each year 
coping with the problem of substance abuse in 
our schools— 10 percent of federal, state, local 
and private spending on elementary and 
secondary education. 

• Students who attend schools where substances 
are used, kept and sold are nearly three times 



CASA conducted almost 100 focus groups in schools, 
school district offices and communities in the following 
1 1 states: California, Connecticut, Florida, Kansas, 
Louisiana, Maryland, Missouri, New Jersey, New York, 
Virginia and Washington. 



more likely to smoke, drink or use illicit drugs 
as students whose schools are substance free. 

• Illegal drug use is three times likelier to be 
found in schools where students smoke and 
drink on school grounds. 

• By the time students complete high school, 70 
percent (11.1 million) have smoked cigarettes, 
81 percent (12.8 million) have drunk alcohol, 
47 percent (7.4 million) have used marijuana 
and 24 percent (3.8 million) have used another 
illicit drug. Each year 13.2 million students 
(ages 12 to 17) become new users of tobacco, 
alcohol and illicit drugs. 

• Relatively few students who experiment with 
a substance discontinue its use. Among 
students who have ever tried cigarettes, 85.7 
percent (2. 1 million) are still smoking in the 
twelfth grade. Of those who have ever been 
drunk, 83.3 percent (2.1 million) are still 
getting drunk in the twelfth grade. Of those 
who have ever tried marijuana, 76.4 percent 
(1.4 million) are still using it in the twelfth 
grade. 

• Efforts to achieve the National Goal of drug- 
free schools have failed, primarily for two 
reasons. The primary prevention efforts of 
schools— curricular programs-can target only 
a few of the many risk factors in a child’s life. 
No single curriculum— however well-designed 
and implemented— can ever be sufficient to 
address the array of personal, genetic, 
psychological, family and social risk factors of 
teen substance use. Second, parents, schools, 
communities, students and governments have 
failed to step up to the plate in a concerted 
effort to prevent and reduce substance abuse. 
Programs abound but few are based on sound 
evidence of effectiveness and work in concert 
with others to reinforce their positive effects. 

• Zero-tolerance policies and drug testing in 
schools may help identify students in trouble, 
but often are used merely to identify children 
for expulsion. 
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Neglect Turns Malignant 

Our neglect to prevent and treat the problem of 

substance abuse among students has profound and 

destructive implications: 

• The more a student uses alcohol, marijuana 
and other illicit drugs, the lower his grade 
point average is likely to be. Alcohol- 
dependent youth fare worse on language and 
attention tests than nondependent youths. 
Heavy and binge drinkers between the ages of 
12 and 17 are significantly more likely than 
nondrinkers to say that their school work is 
poor (49.2 percent for heavy drinkers, 44.7 
percent for binge drinkers vs. 27.5 percent for 
nondrinkers) and more than four times likelier 
to say they cut classes or skip school. 

• Because their brains are still developing, teens 
who drink to excess may be destroying greater 
mental capacity than older drinkers; at a level 
of three drinks, younger drinkers demonstrate 
performance impairments 25 percent greater 
than older drinkers. 

• High school students who use alcohol or other 
drugs frequently are up to five times more 
likely than other students to drop out of 
school. Students who use marijuana before 
the age of 15 are three times likelier to drop 
out of school before age 16 and twice as likely 
to be frequent truants. Adolescents who use 
marijuana weekly are almost six times likelier 
to cut class or skip school as those who do not 
(60 percent vs. 1 1 percent). 

• Adolescents who smoke have poorer 
perceptions of their own health and more 
health-related hospital visits than those who 
do not smoke, and teen smoking is linked to 
development of depression and anxiety 
disorders. These physical and mental health 
consequences of smoking prevent students 
from functioning optimally in school and 
increase the risk for missed days. 

• Student substance use, particularly heavy or 
frequent use, is associated with increased 
levels of delinquent behavior. Students 



reporting drug selling and early drug use are 
far likelier to engage in violent behavior. 

• The earlier a child smokes, drinks or uses 
drugs, the greater the likelihood of dependence 
on those substances and of academic failure 
and brain damage. 

Key Factors Linked to Substance Use 

By the time a teen graduates from high school, he 
will be faced with a conscious decision of whether 
or not to use tobacco, alcohol or other drugs. Each 
student’s choice is related largely to the interplay 
of two factors: 

• Availability. The more available tobacco, 
alcohol and drugs, the more likely students are 
to use them. For example, among youth who 
say that it is fairly or very easy to obtain 
marijuana, 12.9 percent are current users; 
among those who say that it is difficult to 
obtain marijuana, only 1.5 percent report 
current use. 

• Perception of Risk: Students are more likely 
to smoke, drink or use drugs when they 
believe that the harm associated with use is 
low. For example, teens who believe there is 
no risk or only a slight risk of harm in 
smoking marijuana once a month are six times 
likelier to be current marijuana users than 
teens who believe there is a moderate or great 
risk of harm (18.5 percent vs. 3.1 percent). 

Responsibility Rests on Many 
Doorsteps 

Parents’ Substance Use Handicaps Children 

Prenatal exposure to tobacco, alcohol and illicit 
drugs can produce changes in the brain of the 
developing fetus leaving a child with mild to 
severe cognitive deficits, and increasing the risk of 
behavioral and conduct disorders such as 
impulsive behavior and ADHD. Prenatal exposure 
to these substances has been linked to lower IQ, 
impaired verbal and math skills and problems with 
attention and learning. 



Children who grow up in a home where parents 
abuse substances also are at risk for poor academic 
outcomes. Children exposed to the chaotic, 
stressful homes of substance abusers are likelier to 
have lower grades and more suspensions, 
disciplinary referrals and grade repetitions than 
other children. Children of alcoholics are at 
higher risk of alcohol abuse and addiction. 

Many Administrators and Teachers Do Not 
Recognize the Magnitude of the Problem or 
Risk of Drug Use 

Remarkable differences exist between students’ 
and school personnel’s perceptions of student drug 
use. When asked if their school grounds were 
drug free, 1 1 percent of principals and 35 percent 
of teachers said that they were not, compared to 66 
percent of students. While only five percent of 
principals report that students drink on school 
grounds, 33 percent of students say that drinking 
occurs at school. Remarkably, half of all high 
school teachers believe that a student who uses 
marijuana every weekend can still do well in 
school compared with 48 percent of principals and 
23 percent of students. 

Substance abuse by school staff compromises 
students’ education and contributes to the 
unhealthy messages conveyed to students about 
substance use. Substance-abusing employees use 
three times as many sick days as nonusers, are 
absent from work three weeks more per year than 
nonsubstance-abusing workers, and are fired from 
their jobs about 50 percent more often than other 
workers. Absences and turnover of school staff all 
take their toll on student learning. 

Having Friends Who Abuse Substances 
Increases a Student’s Risk 

Students whose friends smoke cigarettes are nine 
times likelier to be current smokers than those 
whose friends do not smoke. Students whose 
friends drink alcohol are seven times likelier to 
drink. Those whose friends use illicit drugs are 
more than 10 times likelier to use illicit drugs than 
those whose friends do not. Students whose 
friends use alcohol or illicit drugs are more likely 
than those whose friends do not use alcohol or 



illicit drugs to perform poorly in school-even 
among students who do not themselves use these 
substances. Peer substance use is related to 
student acceptance of antisocial behavior and less 
positive involvement in school and community 
activities. 

The Community Also Leaves Its Marks 

The classroom is not a cloister. The availability of 
alcohol or illicit drugs in neighborhoods, adverse 
economic conditions and high crime rates all 
increase the risk of youth substance use and 
consequent poor academic performance. The 
physical appearance of neighborhoods sends 
messages about community tolerance for 
substance use and delinquency. Students who say 
that there is a lot of crime in their neighborhood 
are more likely than those who say there is not to 
report that they currently smoke (17.2 percent vs. 
14.5 percent), drink alcohol (19.8 percent vs. 18.6 
percent), use marijuana (10.1 percent vs. seven 
percent) and use other illicit drugs (7.5 percent vs. 
4.9 percent). 

Some Children Are at Higher Risk 

Some children are at greater risk for substance- 
related problems because of their families, their 
schools, their friends or their communities. 
Children with learning disorders, discipline 
problems, those who become sexually active at an 
early age, those suffering from depression or 
anxiety, those showing poor academic 
performance and poor coping skills are all at 
higher risk of substance abuse. 

Transition Years 

Though some students begin using substances as 
early as fourth grade, a large increase in the 
proportion of students using for the first time 
occurs during the transition to middle school— 
between fifth and sixth grades. The next 
significant increase in substance use occurs 
between middle school and the entrance to high 
school— between seventh and ninth grades. 



Mobility 

Many families move so often that their children 
are in the same school for short periods of time. 
Students who frequently move are at increased 
risk for smoking, drinking and using illicit drugs 
and, therefore, deserve special attention from 
parents, teachers and principals. 

Interventions Miss the Mark 

Curriculum Programs 

Schools have attempted to prevent student 
substance abuse through a variety of curriculum 
programs, some taught by teachers, others by 
outsiders such as local police or drug counselors. 
Most of these programs are designed to inform the 
students of the risk of substance abuse and to 
enhance their social and decision-making skills to 
resist pressure from peers and others to use drugs. 
By and large the success of these curriculum 
programs is judged on whether or not drug use has 
declined. 

But these programs are of inherently limited value. 
While they may be helpful in developing the 
students’ perception of risk and perhaps in 
enhancing the will and skills to say no, a few 
classroom hours on substance abuse is likely to be 
of marginal impact in the context of the other 
influences on student behavior. Parental conduct 
and engagement in their children’s lives, the 
values and standards of behavior parents establish, 
the religious involvement of teens and their 
families, and the availability of substances at 
schools and in society have far more potent 
influence on whether students will drink, smoke 
and use illegal drugs. 

Zero-Tolerance, Testing, Locker Searches 

Across the country, schools have begun to 
establish and implement zero-tolerance policies, 
drug testing and locker searches both as a deterrent 
and as a means of detecting substance use. Zero- 
tolerance polices mandate predetermined 
consequences or punishments for substance 
possession or use— suspension, expulsion or 
referral to an alternative school. Eighty-eight 



percent of schools impose zero-tolerance policies 
for drugs, 87 percent for alcohol and 79 percent 
for tobacco. These policies can result in increased 
student suspensions and expulsions from school 
without assuring effective counseling and 
treatment. 

Schools employ various measures to test students 
for drug use or drug possession. Urine and hair 
testing are among the most common methods 
used. Testing is usually conducted only for drugs 
like marijuana, cocaine, heroin and amphetamines, 
not for alcohol— the most abused substance among 
youth. Testing is usually limited to athletes or 
students participating in other extracurricular 
activities. 

Locker searches— including using drug-sniffing 
dogs to identify lockers that contain illegal drugs— 
also are used as a tool to keep drugs out of 
schools. 

Counseling 

Few schools are able to assure effective 
interventions for students already abusing 
substances. Only 36 percent of public schools and 
14.4 percent of private schools say they offer some 
form of substance abuse counseling. Only 9.5 
percent of the nation’s public school districts 
employ formal Student Assistance Programs. 
Overall, approximately 5.7 percent of 12- to 17- 
year olds (approximately 1.3 million) are 
dependent on an illegal drug or alcohol. Only 
about 23 percent of them— 296,000— received any 
form of treatment for drug or alcohol abuse, 
leaving a treatment gap of some one million teens. 

School administrators and teachers are asking for 
help. A recurring theme of the focus groups that 
CASA conducted for this study was the frustration 
that school staff members feel about the difficulty 
and failure in addressing student substance abuse. 
Many school staff members are acutely aware that 
current efforts to prevent and intervene are not 
working and some even throw up their hands in 
despair. 
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What Can Be Done? 

There are no silver bullets to keep schools and 
students substance free and schools alone cannot 
be expected to solve the problem. 

Parents bear primary responsibility for keeping 
their children drug free. School administrators, as 
well as teachers, bear the primary responsibility 
for keeping drugs, alcohol and nicotine off their 
grounds. Students bear a responsibility to help 
keep themselves, their friends and their schools 
drug free. Communities and governments have 
responsibility to keep the streets and 
neighborhoods drug free and to provide an 
environment in which children can grow up 
substance free. Government also carries the 
responsibility to provide treatment services for 
needy children. In this sense, all of the above are 
responsible for the fact that millions of our high 
school and middle school children are sent every 
day to schools where drugs are used, kept and 
sold. 

This report is focused on schools because next to 
parents, the school and its entire environment- 
parents, teachers, coaches, principals, students— 
have the greatest influence on whether children 
will drink, smoke and use drugs. 

Schools Bear Primary Responsibility for 
Keeping Schools Substance Free 

When schools take seriously the challenge of fully 
engaging all students in the educational process, 
helping each child to find ways to succeed and 
helping children and their families and 
communities deal with the problems that get in the 
way, they are on the right track of both assuring 
academic success and of reducing substance use 
and abuse. Administrators, teachers and other 
school staff may not realize that the nature and 
quality of the school environment and students’ 
attitudes toward their school probably have more 
of an impact on student substance use and problem 
behaviors than do any curriculum-based 
prevention programs on the market today. 

School characteristics that are associated with 
reduced student substance use include: promoting 



and supporting high levels of student attachment 
to school; providing clear and consistent 
expectations for student behavior; offering smaller 
school sizes; connecting students and their 
families to well-coordinated support services; and 
actively engaging parents in their children’s 
education. 

Students who feel attached or connected to their 
school use cigarettes, alcohol and marijuana less 
frequently than students who do not feel as 
connected. Feeling connected to school is related 
to the overall school environment, including 
positive student-staff interactions, relationships 
among students and a sense of student 
empowerment. 

Students typically progress through their academic 
careers in relatively short stints— elementary 
school, middle school, high school. For any one 
school, the windows of opportunity are narrow for 
reaching out to students and preventing their 
initiation, experimentation, continued use and 
abuse of addictive substances. 

Next Steps 

Making our schools substance free and preventing 
and reducing substance use among students is a 
monumental task. It will take the school- 
teachers, administrators and other staff— the 
parents, the students themselves and the 
community. 

Focus on All Substance Abuse 

CASA recommends that parents, schools and 
communities strive to prevent all forms of 
substance abuse— not just illegal drug use. 
Substances of abuse are related to one another not 
only in terms of the statistical odds that a person 
who uses one substance is likelier to use others as 
well, but also in terms of their similar biological 
effects on the brain and the body. Each year, new 
substances of abuse come into vogue and 
prevention messages and information about risk 
must be promptly delivered about each substance. 

Schools, in concert with parents, students and 
communities, should review their current 





approaches to prevention against the full range of 
factors directly linked to student substance use and 
abuse. Using this approach can help schools 
identify additional actions they can take 
themselves and areas of intervention more 
appropriate for collaborative efforts with families, 
students and communities. Table 1.1 includes a 
list of CASA’s proposed key interventions. 

CASA also identifies specific opportunities for 
schools, parents, communities and government: 

Opportunities for Schools 

• Train all administrators, teachers, coaches, 
counselors, nurses and other school staff to 
spot the signs of substance abuse and know 
how to respond. Training should be provided 
through undergraduate and graduate education 
programs, in-service training and new staff 
orientation. State qualification exams should 
include questions about how to spot student 
substance abuse and what to do when faced 
with it. 

• Provide strong no-use messages every year 
from preschool through the twelfth grade, 
tailored to the age, culture and sophistication 
of the child. Intensify these messages at the 
transitions from elementary to middle school 
and from middle to high school when students 
are at increased risk for substance use. 

Schools should make every effort to 
incorporate these messages not only into 
specific prevention programs, but into health 
and other academic curricula and school- 
sponsored social settings. 

• Develop strong and common sense substance 
use policies that: 

> Prohibit the possession, sale or use of 
cigarettes, alcohol, illegal and abused 
prescription drugs on school property or at 
school sponsored events. 

> Identify and enforce clear consequences 
for noncompliance that assure continued 
education and access to treatment, and 
employ graduated sanctions for 
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Table 1.1 

Key Interventions 

1. Be a “hands-on” parent. 

2. Decrease availability of tobacco, alcohol and other 
drugs to students. 

3. Help students understand the harm associated with 
substance use. 

4. Get students actively engaged in school. 

5. Set and enforce clear and consistent substance use 
policies. 

6. Pay attention to students at higher risk. 

7. Pay attention to times of higher risk for students. 

8. Engage students in developing the will and skills to 
say no to substance use. 

9. Make treatment available to all students who need it. 

10. Give kids with substance abuse problems help and a 
chance and a reason to change. 



noncompliance with a treatment plan or 
repeat infractions of school policies. 

> If school administrators determine that a 
student has been using tobacco, alcohol or 
other illicit drugs, the school should work 
with community agencies to arrange for 
proper assessment, referral, counseling, 
treatment and follow-up care. 

^ Schools should establish student and 
employee assistance programs to provide 
counseling for students and staff with 
substance abuse problems of their own or 
among their families and friends. 

> For students who voluntarily request help 
with a substance abuse problem, assure 
access to treatment and education without 
penalty. 

> If administrators suspect that a student or 
staff member is under the influence of 
alcohol or drugs, the school should require 
testing. 

> If administrators suspect that a student or 
staff member has brought tobacco, alcohol 
or drugs onto school property, the school 
should conduct an unannounced search. 
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y Conduct pre-employment alcohol and 
drug testing for all school personnel and 
for-cause testing after employment. 

Improve and expand existing prevention and 

intervention programs: 

y Develop the capacity in each school to 
design and implement effective prevention 
and intervention efforts. Schools should 
develop the capacity to ensure that 
substance abuse prevention and 
intervention efforts are chosen on the basis 
of research-based evidence, implemented 
correctly, integrated into the school 
environment and instructional program, 
and evaluated for their efficacy in 
reducing substance use among students in 
the school. Schools should abandon those 
programs that have no proven efficacy in 
helping reduce student substance use and 
replace them with programs or elements of 
programs that work. Prevention program 
messages should be delivered by 
individuals who have the greatest chance 
of influencing youth— such as health 
professionals, parents and peers, as well as 
teachers— and who have been 
appropriately trained. 

> Develop programs for high-risk students. 
Schools should offer targeted prevention 
and intervention services to youth at high 
risk for developing substance abuse 
problems, including children who have 
learning disabilities and conduct disorders, 
who are failing or doing poorly in school, 
who have moved frequently, who are 
engaged with the juvenile justice system, 
who have parents with addiction 
problems, and who have co-occurring 
problems such as anxiety, depression and 
eating disorders. 

Create a school environment to: 

y Engage parents in each child’s education. 
Teachers should communicate routinely 
with parents about the child’s progress in 
school and any problems that he or she is 
encountering. Teachers and 



administrators should provide information 
to parents of day and evening hours when 
they are available to meet with them to 
respond to their concerns about their 
children’s education. 

y Develop student attachment to schools. 
Schools should require and foster positive 
interactions between students and staff 
and cultivate a sense of student 
involvement and empowerment. They 
should create varied opportunities for 
student participation in academic and 
extra-curricular activities. 

y Help students build supportive peer 

groups and resist negative peer pressures. 
Schools’ curriculum programs should seek 
to help students provide support to each 
other to resist substance use and abuse and 
build skills to resist peer pressure. 

y Encourage students to report classmates 
who have substance abuse problems so 
they can be helped and classmates who 
deal drugs so that appropriate action can 
be taken. 

Opportunities for Parents 

• Parents should become “hands-on” parents by, 

for example: 

y Eating dinner with their children on most 
nights of the week— with the television off. 

> Making clear that they would be 
extremely upset if their children smoked, 
drank or used drugs. 

> Expecting to be and are told the truth by 
their children about where they are going 
in the evenings or on weekends. 

y Knowing where their children are after 
school and on weekends. 

> Imposing a curfew. 



> Being very aware of their children’s 
academic performance. 

> Monitoring what their children watch on 
television and do on the Internet. 

> Putting restrictions on the music CDs their 
children buy. 

y Having children be responsible for regular 
household chores. 

y Having an adult present when their 
children are home from school. 

y Fighting for substance-free schools. 

Opportunities for Communities 

• Community agencies, in partnership with 
schools, can establish confidential hotlines 
where parents and students can call for advice 
on how to handle substance abuse concerns 
and get help. 

• Communities can create family resource 
centers in cooperation with schools that 
provide health, education and social service 
resources for parents as well as students. 

• Local businesses can work with schools to 
create before and after school programs that 
provide mentoring and opportunities for youth 
to participate in academic, artistic, cultural and 
recreational and work programs. 

• Local governments, neighborhood 
organizations, parents and local businesses can 
work together to improve the community 
environment. 

• Local law enforcement agencies should step 
up enforcement of alcohol and tobacco laws 
related to youth. 



Opportunities for Federal and State 
Governments 

• Fund research on the development of 
treatment programs designed specifically to 
meet the needs of youth. 

• Fund additional treatment services to close the 
one million child treatment gap. 

• Fund additional independent research and 
evaluation of what motivates children to use 
and not to use drugs. 

• Strengthen and enforce laws prohibiting sales 
of cigarettes and alcohol products within the 
vicinity surrounding school boundaries. 

Adopting federal legislation like the Drug Abuse 
Education, Prevention and Treatment Act of 
2001 (S304), introduced by Senators Orrin Hatch 
(R-UT), Mike DeWine (R-OH), Joseph Biden, Jr. 
(D-DE), Patrick Leahy (D-VT) and Strom 
Thurmond (R-SC), would help to expand needed 
treatment and prevention services. 
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Chapter II 

Tobacco, Alcohol and Drugs in Schools: Code Red 



This fall, 9.5 million high school students and 
almost five million middle school students will 
return to schools where drugs are used, kept and 
sold. 1 By the time students reach twelfth grade, 
70 percent have smoked cigarettes, 81 percent 
have drunk alcohol and 47 percent have used 
marijuana. 2 



Parents, teachers and policymakers too often 
accept facts such as these as indicators of benign 
rites of passage of teens to adulthood. CASA’s 
unprecedented analysis of substance abuse and 
schools shows for the first time just how 
dangerously negligent this acceptance is. Each 
year, 13.2 million students (ages 12 to 17) 
become new users of tobacco, alcohol and 
drugs. 3 Among students who have ever tried 
cigarettes, been drunk or used marijuana or 
cocaine, the overwhelming majority are still 
smoking, getting drunk and using these drugs by 
their senior year. 4 More than one in 20 students 
ages 12 to 17 already are addicted to tobacco, 
alcohol, another illicit drug or all these 
substances. 5 



Substance use and abuse cost schools at least 
$41 billion each year. Use and abuse of tobacco, 
alcohol and drugs have created a critical 
condition for both our schools and students~a 
code red-demanding immediate response. 

Cigarettes, Alcohol and Drugs 
Used, Kept and Sold on School 
Property 

More than half of all teens— 60 percent of high 
school teens and 30 percent of middle school 
teens— report that drugs are used, kept or sold at 
their schools; 6 more than 14 million teens— 9.5 
million in high school and 4.9 million in middle 
school-go to schools where drugs are part of the 
school culture. Fourteen percent of high school 
students admit that they smoked cigarettes, 4.9 
percent admit that they used alcohol, and 7.2 
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percent admit that they used marijuana on school 
property at least once in the past 30 days. 7 
(Figure 2.A) 



Compared to the proportion of students who 
report using cigarettes, alcohol or other illicit 
drugs at school, far larger proportions of 
students report that they have encountered these 
drugs or their use while at school. Twenty-two 
percent of students age 12 to 14 and 5 1 percent 
of students age 1 5 to 17 know a student at their 
school who sells drugs. 8 



Over the past 10 years, 15 states have 
reported increases in drug availability on 
school grounds} 2 



Drugs In School Hike Risk for 
Other Students 

According to CASA’s 1999 teen survey, Back to 
School 1999— National Survey of American 
Attitudes on Substance Abuse V: Teens and 
Their Parents, teens attending schools where 
drugs are kept, used or sold are nearly three 
times more likely to report having smoked 
cigarettes and three times more likely to report 
having tried marijuana. 9 Schools where students 
smoke and drink on school grounds are nearly 
three times likelier to have illicit drugs than 
schools where students neither smoke nor drink 
on school grounds. 10 When drugs are a part of 
the school culture (i.e., a high percentage of 
students who use or deal drugs), the students 



attending that school are at increased risk for 
substance use." 

Student Substance Use 
Alarmingly High 

Despite general declines in most forms 
of substance use among the population as 
a whole, rates of smoking, drinking and 
other illicit drug use among students 
increased in the early 1 990s and remain 
alarmingly high. 13 More than one-third 
(34.8 percent) of high school students 
(grades nine through 12) are current 
smokers. 14 Half of all students currently 
use alcohol and nearly one-third (3 1 .5 
percent) binge* * drink. 15 More than one- 
fourth (26.7 percent) of high school 
students are current* marijuana users. 16 
One in 10 (9.5 percent) have used a form of 
cocaine by the time they finish high school and 
four percent are current users of cocaine. 17 
Another 14.6 percent have used inhalants; 4.2 
percent are current users. 18 

Each year, approximately 13.2 million students 
between the ages of 12 and 17 smoke, drink or 
use drugs for the first time. 19 Over 4.9 million 
start smoking,* 3.3 million start drinking alcohol 
and 1 .6 million start using marijuana. 20 Another 
3.3 million initiate the use of other illicit drugs 
such as cocaine or heroin and the misuse of 
prescription medications and inhalants. 21 

Several national surveys provide information on 
youth substance use. (Appendix A) Rates of 
youth substance use derived from these surveys 
can be considered conservative in that the 
figures provided are obtained through students 
reporting on their own use and, therefore, may 
underestimate actual use. 22 These surveys either 



* The most frequently cited national surveys define 
binge drinking as having five or more drinks in a row 
at least once in the past 30 days. Other research 
defines binge drinking as four or more drinks in a 
row for women and five or more drinks in a row for 
men. 

* Current use is defined as having used the substance 
in the past 30 days. 

* Includes cigarettes, smokeless tobacco and cigars. 




are administered in the classroom or in the 
youth’s home. Although respondents are told 
that their answers to the questions will be kept 
confidential, students might feel inhibited from 
providing honest, accurate responses regarding 
their substance use because of the presence of 
teachers, parents or other adult figures. 
Furthermore, the school-based surveys do not 
include youth who have dropped out of school, 
many of whom have high rates of substance use. 

Public School Students and 
Teachers Report Higher Rates of 
Substance Use 

Students in public schools are more likely to 
report using drugs than those in private religious 
schools and are less likely to report that their 
schools are drug free. 23 Two-thirds (65 percent) 
of Catholic and other religious school students 
report that their school is drug free compared to 
42 percent of public school students. 24 
Unfortunately between 1999 and 2000, the 
percent of students in Catholic and other 
religious schools who reported that their school 
is drug free declined from 75 percent to 65 
percent. (Figure 2.B) 



Twice as many secondary school teachers in 
public schools compared to private schools* cite 
alcohol use (22.5 percent vs. 1 1 percent) and 
more than three times as many teachers in public 
than private schools cite drug abuse as a serious 
problem in their school (14.7 percent vs. 3.9 
percent). 25 

Substance Use Higher in Rural 
Than Urban Schools 

Students living in rural areas are more likely to 
use most substances than their big city 
counterparts. 26 A recent CASA report, No Place 
to Hide: Substance Abuse in Mid-Size Cities 
and Rural America, found that eighth graders in 
rural areas were more likely to have smoked 
marijuana, snorted cocaine and used inhalants, 
crack, amphetamines, tranquilizers, alcohol, 
cigarettes and smokeless tobacco in the past year 
than eighth graders in large metropolitan areas. f 
27 (Figures 2.C and 2.D) 

For tenth graders, current use rates in rural areas 
exceed those in large metropolitan areas for 
cocaine, amphetamines, barbiturates, inhalants, 
hallucinogens, LSD, heroin, steroids, 

tranquilizers and tobacco— every drug 
except MDMA (Ecstasy) and marijuana. 
Among twelfth graders, current use rates 
in rural areas exceed those in large 
metropolitan areas for cocaine, 
amphetamines, barbiturates, inhalants, 
crack, tranquilizers and tobacco. Current 
use of marijuana, hallucinogens, LSD, 
MDMA, and steroids was higher in large 
metropolitan areas than in rural areas 
among twelfth graders. 28 



Figure 2. B 

Percent of Religious and Public School 
Students Who Say School is Drug Free 
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Source: The National Center on Addiction and Substance Abuse 
(CASA) at Columbia University. (2001). 



Including religious and nonsectarian schools. 
t Rural areas are those with a population of less than 
50,000, small metropolitan areas are those with a 
population between 50,000 and one million and large 
metropolitan areas are those with a population greater 
than one million. 
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Figure 2.C 

Percent of Eighth Graders Reporting Past Month 
Use of Alcohol and Tobacco 
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Source: The National Center on Addiction and Substance Abuse (CASA) at 
Columbia University. (2000a). 



Figure 2.D 

Percent of Eighth Graders Reporting Past Month 
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Source: The National Center on Addiction and Substance Abuse (CASA) at 
Columbia University. (2000a). 



Dangerous Assumptions 

Cigarettes, alcohol and other drug use are ways 
that many adolescents assert their independence, 
challenge social conventions, gain peer 
acceptance and— not unlike adults— cope with 
stress and anxiety. 29 Student substance use is so 
common that experimenting with substances is 
often thought of as a defining feature of 
adolescence or as a rite of passage. 30 The 
largely unrecognized danger of experimentation 



is that relatively few students only 
experiment and then stop. Among 
twelfth grade students who have 
ever tried cigarettes in their 
lifetime— even once— 85.7 percent 
(approximately 2.1 million each 
year) are still smoking in the twelfth 
grade. 31 Of those who had ever 
tried alcohol— even once-9 1 .3 
percent (approximately 2 8 million 
each year) are still drinking in the 
twelfth grade. 32 Of those students 
who had ever been drunk, 83.3 
percent (approximately 2.1 million 
each year) are still getting drunk in 
the twelfth grade. 33 Three-quarters 
(76.4 percent— approximately 1.4 
million each year) of twelfth 
graders who had tried marijuana are 
still using it by the twelfth grade and 
beyond. 34 Of those who have tried 
cocaine, 61.3 percent 
(approximately 203,000 each year) 
are still using it and of those who 
have tried LSD, 60.3 percent 
(approximately 257,000 each year) 
are still using it by their final year in 
high school. 35 

Younger and younger students are 
experimenting with addictive 
substances which hikes their 
chances for problems later on. By 
age 13, one-fourth (24.7 percent) of 
students have smoked a whole 
cigarette, 32.2 percent have drunk 
more than a few sips of alcohol and 
1 1 .3 percent of students have tried 
marijuana. 36 

Youth who initiate smoking at an early age are 
at higher risk for becoming dependent smokers, 
having a poor diet, experiencing more illness 
and hospitalization and developing lung 
cancer. 37 Individuals who report ever using 
cigarettes prior to the age of 15 are up to 80 
times more likely to have used another illegal 
drug, suggesting that smoking at a young age is 
a strong predictor of other illegal drug use. 38 
Individuals who begin drinking before the age of 
15 are four times more likely to become alcohol 





dependent than those who do not drink before 
age 21. 39 A youth who begins using marijuana 
before age 15 is up to seven times likelier to be 
using the drug later in adolescence. 40 



Adolescence is a time when young people push 
against limits in order to define themselves... It is 
important that we adults provide clear limits ... 43 

--Administrator, De La Salle High School 
New Orleans, LA 
CASACONFERENCE: Substance Abuse in the 
21 st Century: Positioning the Nation for Progress 



Adults who first used drugs at a young age are 
more likely to become dependent on drugs than 
adults who initiated use at a later age. 41 Nine 
percent of respondents who report having first 
tried marijuana by age 14 were found to be 
dependent on an illicit drug compared to only 
1.7 percent of respondents who had first tried 
marijuana at age 18 or older. 42 

In 1997, CASA established the statistical 
relationship between use of tobacco, alcohol and 
marijuana--in and of themselves-and the use of 
drugs such as cocaine, heroin and acid.* 44 
Among teens who report no other problem 
behaviors, those who drank and smoked 
cigarettes at least once in the previous month are 
30 times likelier to smoke marijuana than those 
who did not; those who used cigarettes, alcohol 
or marijuana at least once in the previous month 
are almost 17 times likelier to use another drug 
like cocaine, heroin or LSD 45 

The younger and more often a teen smokes, 
drinks or uses drugs, the higher the risk of 
progressing to substance abuse. The risk for 
progression to the “next stage” of substance use 
(e.g., from alcohol to marijuana) is dramatically 
increased for those who started using substances 
at an early age (before age 15). 46 



Other research suggests that the commonly cited 
patterns of progression from licit to illicit substances 
apply mostly to individuals bom during a certain time 
period (i.e., the specific age cohort of the “baby 
boom generation”), rather than being a reliable 
pattern of behavior across all generations. 



Biomedical and scientific studies are beginning 
to unearth the reason for this strong statistical 
relationship between the use of alcohol, tobacco, 
marijuana, cocaine, heroin and other drugs 47 
Recent studies at universities in California, Italy 
and Spain reveal that tobacco, alcohol, 
marijuana and other illicit drugs all affect 
dopamine (the chemical that gives pleasure) in 
the brain by disrupting its normal flow and 
producing feelings of pleasure and reward and, 
overtime, addiction and vulnerability to 
withdrawal symptoms. 4 * 

Substance Abuse Costs Schools 
Billions 

Substance use and abuse~by parents, students 
and staff— have a profound impact on the costs 
of education. For example, maternal alcohol use 
during pregnancy can result in increased special 
education costs for students with fetal alcohol 
syndrome. Parental substance abuse can result 
in programs for at-risk youth, staff-intensive 
compensatory education programs, after-school 
programs or summer school programs. Student 
substance use necessitates increased support and 
health care staff. Violence associated with 
substance use requires increased school costs for 
security personnel and equipment, insurance and 
workers’ compensation, and repairs and 
replacement of vandalized or stolen materials. 

Faculty substance use involves increased 
workforce costs and lost productivity. Smoking, 
drinking and drug abuse have tremendous health 
implications that can result in numerous sick 
days among school personnel. Substance- 
abusing employees use three times as many sick 
days as nonusers, are absent from work three 
weeks more per year than nonsubstance-abusing 
workers, and are fired from their jobs (thereby 
necessitating new hiring) about 50 percent more 
often than other workers 49 

To take the first steps toward developing an 
estimate of the costs of substance abuse to the 
education system, CASA identified cost areas 
that can be linked to substance abuse. 

(Table 2.1) 
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Table 2.1 

Examples of Costs Linked to Substance Abuse 



estimates the costs of substance abuse to 
elementary and secondary education in 2000- 
2001 to be, conservatively, $41 billion. 



• Special programs for children at risk 

• Special education programs for those with substance 
related retardation or learning disabilities 

• Student assistance programs 

• Alcohol- and drug-related truancy 

• Administration costs linked to coping with alcohol 
and drug problems 

• Property damage and liability insurance costs driven 
by alcohol and drugs 

• Lost productivity of staff, turnover and added costs 
for additional staffing 

• Higher health insurance costs for substance- 
involved staff 

• Legal expenses linked to alcohol and drugs 

• Drug testing costs 

• Employee assistance programs for substance abusers 

• Employee training, policy and staff development to 
increase awareness of and cope with substance 
abuse 

• Capital outlays for special facilities needed for 
substance-abusing students 



To review this approach and associated 
estimates of costs, CASA convened a group of 
experts in the area of school finance and 
substance abuse. This group also was troubled 
by an inability to find data to make more precise 
estimates, but after reviewing and refining this 
list of effects informally posited a range of 10 to 
20 percent for the estimated impact of substance 
abuse on the costs of elementary and secondary 
education. For the purposes of this study, we 
have chosen the lower end of the range, 10 
percent, as a conservative estimate of a 
substance abuse share for education spending. 

To estimate total expenditures for education in 
2000-2001, CASA added estimated state ($181 
billion), federal ($28 billion), local ($158 
billion) and nongovernmental ($39 billion) 1 ^ 
expenditures for that time period for a total of 
$406 billion. 50 To estimate the costs of 
substance abuse to schools, CASA applied the 
10 percent estimated impact of substance abuse 
to the total of these expenditures. CASA 



* July 19, 1999 in Washington, D.C. 
t Includes private school tuition and fees. 
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Chapter III 

Negligence Turns Malignant 




America’s goal of safe and drug-free schools has 
met with dismal failure. The reality is that we 
have accepted tobacco, alcohol and drugs as 
fixtures in our schools. This acceptance is 
malignant neglect. 

Substance use interferes with all of the indicators 
of school success— attendance, academic 
performance, promotion and graduation as well 
as achievement on standardized tests including 
college entrance exams. It increases the 
likelihood of dropout, suspension and expulsion. 
Student substance use interferes with student 
academic performance by physically damaging 
areas of the brain involved in learning and 
memory. Students who smoke, drink or use 
drugs are at greater risk for failure, absenteeism, 
truancy and dropping out of school. Student 
substance use and abuse increase problem 
behaviors and disciplinary problems in the 
classroom. Students who smoke, drink or use 
drugs are at increased risk for a variety of mental 
health problems, such as depression, anxiety 
disorders, conduct disorders and eating disorders- 
-all of which further interfere with a student’s 
ability to concentrate on his or her studies and 
increase the likelihood of disruptive behavior. 

National Education Goal of Safe 
and Drug-Free Schools a Failure 

The movement to improve education in America 
was highlighted by the adoption in 1990 of the 
National Education Goals, a framework of eight 
national goals that provide clear benchmarks 
about where we as a nation want to be and 
where we fall short in educating our children. 1 

Goal 7 —Safe, Disciplined and Alcohol- and 
Drug-Free Schools— states that by the year 2000, 
every school in the United States will be free of 
drugs, violence and the unauthorized presence of 
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firearms and alcohol and will offer a disciplined 
environment conducive to learning. 

Goal 8 --. Parental Participation — highlights the 
need for parents to become active partners in 
their children’s education as well as in their 
social and emotional development. This 
partnership is key to achieving the goal of drug- 
free schools. 

To help finance education reform activities, 
Congress reauthorized the Elementary and 
Secondary Education Act (ESEA) in 1994 with 
the Improving America’s Schools Act. 3 Title IV 
of this new law, the Safe and Drug-Free Schools 
and Communities Act (SDFSCA), was designed 
to support the goal of safe and drug-free schools. 
Its initiatives are aimed at preventing violence in 
and around schools; strengthening programs that 
prevent the illegal use of tobacco, alcohol and 
drugs; involving parents; and coordinating with 
related federal, state and community efforts. 
Funded at $644 million for fiscal year 2001, 4 
Title IV was designed to help teachers and 
administrators respond to drug use in school, 
create drug-, alcohol- and tobacco-free learning 
environments and curtail school violence. 5 



SDFSCA 

Comprehensive Drug and Violence 
Prevention Program Requirements 

• Target all students and employees. 

• Focus on preventing the use, possession and 
distribution of tobacco, alcohol and illegal 
drugs by students and preventing the illegal 
use, possession and distribution of such 
substances by employees. 

• Focus on preventing violence and promoting 
school safety. 

• Create a disciplined environment conducive to 
learning. 

• Include activities to promote the involvement 
of parents and coordinate efforts with 
community groups and agencies. 



A year past the year 2000 deadline and $4.3 
billion Title IV federal dollars later, 6 drugs still 
infest our nation’s schools and rates of parental 
involvement in their children’s education remain 



abysmally low. 7 Efforts to attain Goal 7 —Safe, 
Disciplined and Alcohol- and Drug-Free 
Schools — have failed and millions of children at 
schools where drugs are available are in danger 
of being left behind. 



As America enters the 21 st Century full of hope 
and promise, too many of our neediest students 
are being left behind 2 

--President George W. Bush 



Student Substance Use and Abuse 
Degrade Academic Performance 

Substance abuse during childhood and 
adolescence can damage young people’s 
physical, emotional and cognitive development, 
hiking their chances for physical health 
problems, poor mental health, delayed 
maturation, delinquency, precocious sexual 
activity and violent crime. 8 Cigarettes, alcohol 
and drugs physically change the brain and body 
in ways that can interfere with thinking, make 
learning and concentration more difficu It and 
thereby diminish academic performance. The 
more a student uses substances such as alcohol, 
marijuana, cocaine or other hard drugs, the 
lower his grade point average is likely to be and 
the more likely he is to drop out of school. 9 
Both failure in school and the perception of 
failing in school are linked to substance use as 
are higher rates of absenteeism and truancy 
among elementary, middle and high school 
students. 10 

Substantial research supports the link between 
earlier substance use and later academic 
problems. In many cases, students’ substance 
use precedes and is a risk factor for academic 
problems, including lower grades, higher rates 
of absenteeism, lower educational expectations 
and high dropout rates. 11 Poor academic 
performance also can propel students toward 
substance use. 12 
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Harm From Tobacco Use Starts Early 



Tobacco use can diminish the quality of 
academic performance. 13 Although it is 
generally acknowledged that smoking is related 
to serious long-term health consequences, it has 
short-term negative health effects as well. 
Adolescents who smoke report poorer 
perceptions of their own health and more health- 
related hospital visits than those who do not 
smoke. 14 Compared to nonsmokers, teens who 
smoke daily are more likely to report headaches, 
neck and shoulder pain, muscle and joint pain, 
stomachaches, nausea, restlessness and sleep 
difficulties. 15 Daily smokers also are nearly 
twice as likely to have been absent for more than 
one week during the school year than 
nonsmokers. 16 

Teen cigarette smoking increases the risk for 
mental health problems. 17 One study found that 
nondepressed teens who reported current 
cigarette smoking were nearly four times more 
likely to develop depressive symptoms a year 
later than nondepressed, nonsmoking teens. 18 
Similarly, another study found that teens who 
were heavy cigarette smokers* were more than 
five times likelier to develop generalized anxiety 
disorder and more than seven times likelier to 
develop panic disorder in early adulthood; yet 
teens with anxiety disorders were no more likely 
than those without to become heavy smokers 
later in life. 19 Withdrawal from nicotine for 
those who do smoke, due to limited 
opportunities to smoke while in school, may 
lead to sluggishness, distraction and an inability 
to concentrate. 20 These physical and mental 
health consequences of smoking prevent 
students from functioning optimally in their 
schoolwork and increase the risk for missed days 
of school. 

National surveys indicate that students who 
smoke are less likely to have plans to go to 
college. 21 Eighth grade students who do not 
have plans to attend a four-year college are more 
than twice as likely to smoke cigarettes as their 
college bound peers (40. 1 percent vs. 16.5 
percent). 22 Among tenth graders, almost half 



(45.2 percent) of those without plans to attend 
college smoke compared to one-quarter (24.5 
percent) of those who have college plans. 23 
College bound high-school seniors are less 
likely to smoke cigarettes (31.3 percent) than 
noncollege bound seniors (46.7 percent). 24 
(Figure 3. A) 



Alcohol: The Number 1 Student Drug 
Problem 

The biggest drug problem among students is 
alcohol. Students who abuse alcohol are less 
likely to do well in school or show a 
commitment to school. 25 Heavy* and binge* 
drinkers between the ages of 12 and 17 have 
been found to be far more likely than 
nondrinkers to say that their school work is poor 
(49.2 percent for heavy drinkers, 44.7 percent 
for binge drinkers, 27.5 percent for nondrinkers), 
and four to five times more likely to say that 
they cut classes or skipped school (54.7 percent 
for heavy drinkers, 40.8 percent for binge 
drinkers and 9.9 percent for nondrinkers). 26 
(Figure 3.B) 



* Heavy drinking is defined as having consumed five 
or more drinks in a row on five or more days in the 
past 30 days. 

* Binge drinking is defined in this study as having 
consumed five or more drinks in a row on one to four 
days in the past 30 days. 
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Figure 3.A 

Percent of Students Who Smoke by Plans 
Related to College 
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Source: Johnston, L.D., O'Malley, P.M., & Bachman, J.G. (1999). 
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More than 20 cigarettes per day. 



Figure 3.B 

Percent of Students Doing Poor School Work, 
Cutting Classes or Skipping School by Level 
of Drinking 



Heavy Drinker 



EJ Poor School Work 

S3 Cut Classes or Skipped School 




Binge Drinker 



Nondrinker 



Source: Greenblatt, J.C. (2000). 



Students at high risk for alcohol abuse also are at 
high risk for being left back, being absent or 
suspended from school and performing poorly in 
reading and math. 27 One study found that 
1 6 to 18 percent of teenage drinkers had 

missed school (or work) because of alcohol 

28 

use. 

High school students who use alcohol or 
other substances frequently are up to five 
times more likely than other students to 
drop out of school . 29 A study conducted in 
Norway confirmed U.S. findings that the 
risk for school dropout increases with the 
frequency of alcohol intoxication. 30 In this 
study, alcohol intoxication was related to 
skipping school, having friends who engage 
in problem behaviors, spending fewer hours 
on homework, getting lower grades and 
exhibiting more conduct problems. 31 



Like smokers, students who use alcohol are less 
likely to have plans to go to college. 32 Eighth 
grade students who do not have plans to attend a 
four-year college are nearly twice as likely to 
use alcohol as their college bound peers (41.2 
percent vs. 21 percent). 33 Among tenth graders, 
over half (52.4 percent) of those without plans to 
attend college drink alcohol compared to a third 
(36.5 percent) of those who do have college 
plans. 34 The gap was smaller among twelfth 
graders, but college bound high school seniors 



were still less likely to use alcohol (50.9 
percent) than noncollege bound seniors 
(56 percent). 35 (Figure 3.C) 

Preliminary research involving studies 
on animals (it is unethical to do this type 
of research on children) suggests that 
because their brains are still developing, 
teens who drink to excess may be 
destroying significantly greater mental 
capacity than older drinkers. 36 The 
younger the drinker, the greater the risk 
to cognitive functioning. Scientists— 
mostly examining cognitive functioning 
in adolescent and adult rats and then 
broadening those experiments to 
humans-have found that teen drinkers 
appear to be most susceptible to damage 
in the hippocampus, a part of the brain 
involved in certain aspects of learning and 
memory, as well as damage in the prefrontal 
cortex which is involved in decision making. 37 



The average size difference of the hippocampus 
between healthy teens and alcohol-abusing teens 
is roughly 10 percent. 38 Finding that the 
equivalent of just two beers in adolescent rats 
had twice the adverse impact on their brains 
(hippocampal cells) as on the brains of adult 
rats, researchers began to suspect that alcohol 
consumption might have a dramatic effect on 
adolescent learning. 39 In a study comparing 
individuals in their early 20s to those in their 
later 20s, the researchers found that, after three 
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Figure 3.C 

Percent of Students Who Drink Alcohol by Plans 
Related to College 
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Source: Johnston, L.D, O'Malley, P.M., & Bachman, J.G. (1999). 



drinks with a blood alcohol level slightly below 
0.08 percent, the younger group’s learning was 
impaired 25 percent more than the older 

5 40 

group s. 

Alcohol-dependent youth also fare worse than 
nondependent youth on language and attention 
tests. 4 ' In one study, teens with alcohol 
problems demonstrated greater difficulty 
recalling both verbal and nonverbal information 
that they had learned just 20 minutes earlier 42 
According to one of the authors of this study, 
“the study shows that just several years of heavy 
alcohol use by youth can adversely affect their 
brain functions in ways that are critical to 
learning.” 43 

Marijuana Use Undermines Achievement 

Marijuana use is related to lower grade point 
average, less satisfaction with school, negative 
attitudes toward school, increased rates of 
absenteeism and poor school performance. 44 
Long-term regular marijuana use can impair 
memory, attention span and the ability to 
understand complex information, 45 Anxiety and 
paranoia are the most common adverse reactions 
to heavy marijuana use, particularly among 
inexperienced users. 46 

Whereas before the mid-1970s most students 
first tried marijuana during high school or 
college, many first-time users today are in 
middle school. 47 Early use of marijuana 
increases the risk of negative academic 
outcomes. One study found that students who 
used marijuana before the age of 15 were three 
times more likely than other students to have left 
school before age 16 and were two times likelier 
to report frequent truancy 48 Another study 
examining more long-term educational 
outcomes found that early alcohol, marijuana 
and other drug use predicted early school 
dropout, failure to graduate from high school 
and failure to obtain a college degree. 49 

Marijuana use is associated with distinctive 
withdrawal symptoms, including restlessness, 
irritability and sleep disturbance, 50 that can 
interfere with learning. Contrary to popular 
opinion that marijuana is not addictive, 48.2 



percent of teens who enter substance abuse 
treatment are admitted for abuse or addiction to 
marijuana. 51 



Decisions about drugs or drinking, even as 
early as middle school, can make a 
difference between academic success and 
failure. All of us— policymakers, educators, 
parents and citizens— must refocus on early 
risk indicators as we work to assure a better 
future for our children . 52 

—Gary Locke, Governor 
Washington State 



Some researchers propose that regular use of 
marijuana leads to what often is called an 
“amotivational syndrome,” which is 
characterized by reduced motivation, apathetic 
withdrawal of energy and uncertainty about 
long-range goals. 53 Students experiencing this 
syndrome do not seem to care-they become 
increasingly passive and less oriented toward 
achievement. The amotivational syndrome is 
often manifested in impaired memory, 
concentration and judgment as well as the 
abandonment of academic pursuits. 54 High 
school students who use marijuana regularly 
have been found to care less about doing well in 
school and to have lower occupational 
expectations than students who use marijuana 
infrequently or not at all. 55 A more widely 
accepted explanation is that marijuana use 
increases the risk that a youth will adopt other 
unconventional or problem behaviors, including 
loss of interest in academics. 56 



Students in CASA ’s focus groups indicated that 
those who have future goals and are oriented 
toward the future are less likely to use drugs. 



Eighth grade students who do not have plans to 
attend college are more than three times likelier 
to use marijuana than those who do intend to go 
to college (24.6 percent vs. 7.8 percent). 57 Tenth 
graders who do not intend to go to college are 
twice as likely to use marijuana as those with 
college plans (32.6 percent vs. 16.1 percent). 58 
While the gap was smaller among twelfth 
graders, those who are college bound were still 




-21 



30 



less likely to use marijuana (20.5 percent) than 
noncollege bound seniors (28.3 percent). 59 
(Figure 3.D) 

Figure 3.D 

Percent of Students Who Use Marijuana by 
Plans Related to College 
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has been found among teens and young adults. 66 
Students’ use of the stimulant methylphenidate 
(Ritalin) and pain relievers such as OxyContin 
and Vicodin is on the rise. 67 These and 
other prescription drugs, when abused, 
can alter the brain’s activity and lead to 
dependence and addiction. 68 
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Source: Johnston, L.D., O'Malley, P.M., & Bachman, J.G. (1999). 



The Agony of Ecstasy 



One reason for the increase in the abuse 
of prescription medications among 
students may be that more students are 
being prescribed these drugs— 
particularly Ritalin and antidepressants- 
and their increasing availability 
contributes to their abuse. Ritalin is a 
prescription medication prescribed to 
children and adults for the treatment of 
attention deficit hyperactivity disorder 
(ADHD). In recent years, prescription 
rates for this medication have increased 
dramatically, particularly for children between 
the ages of five and 19 69 



There 's a terrible myth out there that Ecstasy is a 
benign , harmless, fun drug— a hug drug 65 

-Alan I. Leshner, Ph.D., Director 
National Institute on Drug Abuse 



A recent survey in rural Wisconsin found that 
16 percent of students who use Ritalin reported 
being asked to sell, give or trade Ritalin at 
school 70 



Use of Ecstasy, or MDMA, has been on the rise 
among high school students. 60 Ecstasy’s 
psychological effects include confusion, 
depression, sleep problems, anxiety and paranoia 
during and sometimes weeks after taking the 
drug. Repeated use of Ecstasy impairs learning 
and memory. 61 Heavy Ecstasy users have visual 
and verbal memory problems that persist for at 
least two weeks after use of the drug has been 
stopped. 62 One study found that continued use 
of Ecstasy was associated with difficulty in 
recall and vocabulary. 63 Ecstasy use also may 
lead to impairments in other cognitive functions 
besides memory, such as the ability to reason 
verbally or sustain attention. 64 

Diversion of Prescription Drugs 

According to the National Institute on Drug 
Abuse, the most dramatic increase in new users 
of prescription drugs for nonmedical purposes 



Research has begun to demonstrate that high 
proportions of youth who take psychiatric 
medications such as Ritalin do not meet the 
diagnostic criteria for which these medications 
were designed. 71 Many adults, including 
parents, school staff and physicians have looked 
to Ritalin to help control disruptive children, 
often under circumstances in which the child’s 
behavior is actually within normal range. 72 
Teachers frustrated by large class sizes and by 
ill-prepared and unruly children may encourage 
a parent to put a child on Ritalin. A parent who 
has a child with behavioral problems may 
pressure the child’s physician to prescribe the 
drug. When used by individuals without 
ADHD, Ritalin shares the same physical and 
mental health risks as the abuse of any other 
stimulant including cocaine. 73 
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Substance Use and Abuse Increase 
Discipline Problems 

Student substance use, particularly heavy or 
frequent use, is associated with increased levels 
of delinquent behavior. 74 Weekly marijuana 
users are twice as likely as nonusers to disobey 
teachers and other staff at school. 75 Students 
reporting drug selling and early drug use are 
significantly more likely to report engaging in 
violent behavior. 76 Student substance use, 
particularly heavy or frequent use, also is 
associated with increased levels of truancy. 77 
Adolescents who use marijuana weekly are 
almost six times as likely to cut class or skip 
school as those who do not use marijuana (60 
percent vs. 11 percent). 78 

Substance Abuse is Not an Isolated 
Problem 



Students who smoke, drink or use other illicit 
drugs are at increased risk for a variety of co- 
occurring mental health disorders that can 
interfere with their ability to concentrate on 
school material, behave appropriately in class 
and contribute effectively to school activities 
and functions. 79 Substance use is associated 



with depression, anxiety disorders, attention 
deficit hyperactivity disorder (ADHD), conduct 
disorder 82 and eating disorders. 83 The research 
shows strongly and consistently the confluence 
of problem behaviors in students: delinquency, 
drug use, precocious sexual behavior, reading 
problems, gang membership and gun 
ownership. 84 




Chapter IV 

The Malignancy Spreads 



Before a teen graduates from high school, he or 
she will face a conscious decision whether to use 
tobacco, alcohol, marijuana, Ecstasy or other 
drugs. The most significant influence on 
whether a middle or high schooler decides to 
smoke, drink or use illegal drugs is parents. 

Next to parents, schools have the greatest power 
to influence that choice. Middle and high 
schools have a potent impact on two of the most 
important considerations in a student’s decision 
whether to use drugs: the availability of the 
substances and the teen’s perception of the risk 
of using tobacco, alcohol, marijuana, Ecstasy 
and other drugs. 1 The failure of so many 
schools to keep these substances off their 
premises is their most malignant neglect. 



Availability of Tobacco, Alcohol 
and Drugs Increases Use 



Tobacco is Easily Available to Most Teens 

When cigarettes are more available, youth are 
likelier to use them. 2 The majority of students 
(68.7 percent of eighth graders, 86.8 percent of 
tenth graders) say that it would be “fairly easy” 
or “very easy” to get cigarettes if they wanted 
to. 3 (Figure 4. A) Nationwide, 23.5 percent of 
teens under the age of 1 8 report that they 
purchased cigarettes in a store or gas station 
during the past 30 days. 4 Approximately two- 
thirds of students (69.6 percent) who purchased 
cigarettes in a store or gas station had not been 
asked to show proof of age. 5 



Alcohol is There for the Taking 

One of the most significant contributing factors 
to underage drinking is easy access to alcohol. 6 
Efforts to reduce availability of alcohol to youth 
are complicated by the fact that alcohol is a legal 
drug with perceived social benefits. Adults 
across the nation regularly consume alcohol 
responsibly and in moderation. Alcohol is a 
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common and enjoyable companion to dining in 
this country, an integral part of many celebratory 
events and incorporated into some religious 
rituals. In many of these activities, adults 
routinely include teens in ways that expose them 
to responsible alcohol use. 

But many times adults send messages to youth 
that are not so responsible. Parents may 
minimize the consequences of alcohol use, 
particularly by children. They may teach their 
children by their own behavior that alcohol use 
is the way to relax or that excessive drinking is 
fun. They may look the other way or even 
provide alcohol to their children for personal use 
or for parties. 



When asked why people use drugs, the main 
answers given by preadolescent students in 
CASA ’s focus groups were “to relax, ” “to take 
away stress, ” and “to get drunk and forget all 
your troubles. ” 



Because drinking is so common in our society, 
most high school students say that it would be 
“fairly easy” or “very easy” to get alcohol (70.6 
percent of eighth graders, 87.7 percent of tenth 
graders, 94.8 percent of twelfth graders) if they 
wanted to. 7 (Figure 4. A) 

Adults over the age of 2 1 have been found to be 
the primary source of alcohol for teens in the 
ninth through twelfth grades and for 1 8- to 20- 
year olds. 8 Many teens obtain alcohol from their 
friends, at parties or by asking strangers to buy it 
for them, stealing it, using older siblings’ 
identification cards or phony IDs to purchase it, 
or taking it from their parents’ homes. 9 Teens 
also obtain alcohol with relative ease from 
commercial establishments. 10 

Two-thirds of teenagers who drink report that 
they can buy their own alcohol. 11 Research 
strongly suggests that high concentrations of 
alcohol outlets result in increased rates of 
alcohol consumption and alcohol-related 
problems. 12 



Figure 4.A 

Percent of Students Who Say it Would be 
Fairly Easy or Very Easy to Get Tobacco, 
Alcohol or Marijuana 
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* No data available for 12th graders' perceived availability of 
cigarettes because most 12th graders are the legal age for 
purchasing cigarettes. 

Source: Johnston, L.D., O'Malley, P.M., & Bachman, J.G. (2000). 




Marijuana and Other Drugs are There for 
the Asking 

As with alcohol, drug availability is tightly 
linked to drug use. Among youth who say that it 
is fairly or very easy to obtain marijuana, 12.9 
percent are current users; among those who say 
that is difficult to obtain marijuana, only 1.5 
percent report current use. 13 

Almost half (47 percent) of all eighth graders, 
close to 80 percent (77.7 percent) of tenth 
graders and almost 90 percent (88.5 percent) of 
twelfth graders say that it would be “fairly easy” 
or “very easy” to get marijuana if they wanted 
to. 14 (Figure 4. A) Almost half of all students 
report that they could get marijuana within one 
day and a quarter report that they could get acid, 
heroin or cocaine within a day if they wanted 
to. 15 Forty-five percent of teens say they can 
buy marijuana in an hour or less; only 14 percent 
say they can’t buy it at all. 16 One in three teens 
(33 percent) say that marijuana is easier to buy 
than cigarettes or beer. 17 A high proportion of 
youth ages 12 to 17 (15.6 percent) report that 
they have been approached by someone selling 
drugs during the past month. 18 Most of these 
approaches were likely at school and by 
classmates. 



Student Substance Use Rises with 
Lower Perceptions of Harm 

Students are more likely to smoke, drink or use 
drugs when they believe that the harm associated 
with use is low. 19 Teens who believe that there 
is no risk or only a slight risk of harm in 
smoking marijuana once a month are six times 
likelier to be current marijuana users than teens 
who believe there is a moderate or great risk of 
harm (18.5 percent vs. 3.1 percent). 20 

Older teens are less likely to think that using 
alcohol or drugs is harmful; 21 however, they are 
more likely to believe that smoking is harmful. 
Fifty-nine percent of eighth graders, 66 percent 
of tenth graders and 73 percent of twelfth 
graders say that smoking one or more packs of 
cigarettes per day is harmful. 22 In contrast, 56 
percent of eighth graders, 5 1 percent of tenth 
graders and only 43 percent of twelfth graders 
think that having five or more drinks once or 
twice each weekend is harmful. 23 



There *s no question that the perception of risk, the 
perception of harm drives drug use as does 
availability; that is, the safer you think it is, the 
more likely you are to use it 2A 

—Alan I. Leshner, Ph.D., Director 
National Institute on Drug Abuse 



Only 10 percent of 12- to 14-year olds believe 
someone can smoke pot every weekend and still 
do well in school. 25 That number more than 
doubles to 23 percent among 15- to 17-year 
olds. 26 Three-quarters (74.8 percent) of eighth 
graders perceive the regular use of marijuana to 
be harmful, compared to two-thirds (64.7 
percent) of tenth graders and 58.3 percent of 
twelfth graders. 27 Most troubling, half of high 
school teachers believe that a student who uses 
marijuana every weekend can still do well in 
school. 28 



Signals of Risk in Youth 

• Poor academic performance 

• Current substance use 

• Low self-esteem 

• Depression or anxiety 

• Learning or conduct disorders or eating 

disorders 

• Sensation seeking, impulsivity 

• Discipline problems (e.g., theft, truancy) 

• Early sexual activity 

• Poor coping skills 

• Frequent mobility from school to school 

• Inaccurate or limited knowledge about the 
effects of substance use 

• Low perceptions of risk of substance abuse 



Parental Neglect Sets the Stage 

CASA’s research and the work of others 
consistently indicate that parents hold the most 
important key to their children’s decision of 
whether or not to smoke, drink or use drugs. 29 
Nearly four times as many teens (37.7 percent) 
who say their parents would neither approve nor 
disapprove of their smoking one or more packs 
of cigarettes a day are current smokers compared 
to teens who say their parents would strongly 
disapprove (10.6 percent). Twice as many teens 
(33 percent) who say their parents would neither 
approve nor disapprove of their having one or 
two alcoholic drinks nearly every day currently 
use alcohol compared to teens who say their 
parents would strongly disapprove (15.9 
percent). Nearly four times as many teens (22.8 
percent) who say their parents would neither 
approve nor disapprove of their trying marijuana 
once or twice are current marijuana users 
compared to teens who say their parents would 
strongly disapprove (5.7 percent). 30 Forty-nine 
percent of teens who never used marijuana credit 
their parents with their decision 31 

While nearly three-quarters (73 percent) of 
parents say they recognize their influence over 
their teen’s decision of whether or not to use 
drugs, 32 many parents neglect to fulfill their 
responsibility in this regard. Parents who refuse 
to send their children to schools infested with 
asbestos or lice routinely send their children to 
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schools riddled with drugs. Parents pay private 
schools hefty tuition to get their children into the 
best colleges and these schools deliver what they 
are paid to do. Yet these same parents fail to 
demand that private schools get themselves drug 
free as part of the service for their tuition 
payments. 



Signals of Risk in the Family 

• Prenatal exposure of children to 
tobacco, alcohol or drugs 

• Family history of substance use 

• Tobacco or drug use and alcohol abuse 
by family members 

• Parental mental health problems 

• Poor parent/child communication 

• Low parental monitoring and support 

• Little quality time spent with children 

• Low parental affection 

• Family conflict 



Some parents encourage substance use by their 
own conduct. For example, 18 percent of teens 
(25 percent of 15- to 17-year olds) have attended 
a party in the past two years at which parents 
purchased alcohol for underage teens or served 
alcohol to them. 33 

Many parents are in denial about the high rates 
of substance use among their children and their 
children’s friends. 34 Some are unwilling to 
admit that their children have a problem, 
particularly to school personnel. Parents may be 
reluctant to confide in school staff regarding 
their own or their children’s substance use for 
fear that the information will not be handled in a 
confidential manner, that their children will be 
stigmatized by faculty and peers, that it might 
appear on their children’s academic record, or 
that their children might be suspended or 
expelled. Parents who are aware of schools’ 
zero-tolerance policies may fear having their 
children’s academic careers become tarnished or 
destroyed because of their smoking, drinking or 
drug use. Parents, like schools, may see more 
risks than benefits in acknowledging their 
child’s substance use. 



Parents expect schools to handle drug issues 
related to their children. 

—School Administrator 
CASA Focus Group 



Parent’s Own Substance Abuse Hurts 
Children 

Children of substance-abusing parents are at risk 
for numerous cognitive and behavioral 
problems, many of which may have profound 
effects not only on children’s physical and 
mental health but on their academic success as 
well. 35 These risks can stem both from prenatal 
exposure to tobacco, alcohol or illicit drugs or 
from growing up in a home with a parent who 
abuses these substances. The onset of academic 
difficulties in children whose parents use and 
abuse substances is likely the result of the 
combined influence of genetic and psychological 
vulnerability. 

Whether their problems derive primarily from 
prenatal exposure to tobacco, alcohol or drugs or 
from a home environment centered on substance 
abuse is often not clear. Substance-abusing 
parents often have other characteristics that 
compromise children’s academic achievement, 
such as economic instability, unemployment, 
troubled marriages and social isolation. 36 



Approximately 10 percent of public and 
private elementary and secondary school 
principals report that parental alcohol/drug 
abuse is a serious problem in schools. 31 



Prenatal Exposure to Addictive Substances 
Increases Academic Problems. Prenatal 
exposure to tobacco, alcohol and illicit 
substances may produce physiological changes 
in the developing fetus’ brain and result in mild 
to severe cognitive deficits. 38 Prenatal exposure 
to these substances also affect children’s ability 
to perform well in school by increasing the risk 
of behavioral problems and conduct disorders, 
such as impulsive behavior and ADHD. 39 These 
behavioral problems, which often result in a 
child being labeled as having a learning 



O 

ERIC 



36 - 28 - 



disability, can significantly handicap their 
academic careers. 40 Children who have 
difficulty focusing their attention or controlling 
disruptive behavioral impulses might be 
disciplined more often in school, reinforce 
teachers’ negative opinions of them and have 
difficulty forming functional relationships with 
their classmates. All of these outcomes can 
affect a child’s satisfaction with school as well 
as his or her desire and ability to perform well. 

Tobacco. Prenatal exposure to tobacco is related 
to lower IQ and impaired verbal and math 
skills. 41 Long-term behavioral effects of 
prenatal exposure to maternal smoking include 
an increased risk for developing drug 
dependence and conduct disorders. 42 One study 
found that mothers who smoked frequently 
while pregnant were more than four times 
likelier to have sons with a conduct disorder and 
more than five times likelier to have drug 
dependent daughters than were mothers who did 
not smoke frequently. 43 

Alcohol. Children prenatally exposed to alcohol 
also may have lower IQ, problems in memory 
and information processing, poor problem 
solving skills, deficits in abstract thinking and 
math skills and, in some cases, mental 
retardation. 44 

Children suffering from Fetal Alcohol Syndrome 
(FAS), the most severe effect of prenatal 
exposure to alcohol, are at the greatest risk for 
long-lasting and pervasive mental health 
problems. One explanation for this is that 
prenatal exposure to alcohol creates anatomical 
changes in different parts of the brain, most 
notably, the hippocampus, a section of the brain 
that plays an important role in learning, memory 
and behavior control. 45 

One study found that seven-year old children 
who had been prenatally exposed to large 
amounts of alcohol scored lower on arithmetic 
and reading achievement tests than nonexposed 
children. 46 By age 11, greater prenatal exposure 
to alcohol was related to worse teachers’ ratings 
of children’s academic performance as well as to 
lower scores on math and general achievement 
tests. 47 



Illicit Drugs. Prenatal exposure to illicit drugs 
can result in lower IQ and problems with 
attention and learning. 48 One study found that 
children prenatally exposed to marijuana 
demonstrated decreased performance on visual 
perceptual tasks, language comprehension, 
attention and memory. 49 Fetal exposure to 
cocaine, phenylcyclidine hydrochloride (PCP) 
and other drugs that act on the central nervous 
system can result in abnormal brain wave 
patterns, causing an autistic-like withdrawal and 
failure to respond to environmental stimuli. 50 
Prenatal cocaine exposure can result in motor 
delays, organization problems and difficulty 
switching between sleep and alertness— a major 
liability for academic performance. 51 

Having a Substance-Abusing Parent 
Increases Academic Problems. Children who 
grow up in a home with parental substance 
abuse are at risk for poor academic outcomes. 
Children of alcoholics and other drug abusers 
often receive less supervision, encouragement, 
support and attention from their parents, 52 
resulting in frequent absences from school, 
lateness, not having clean clothes to wear or 
having no breakfast before the school day 
begins. Parents preoccupied with drugs often 
are not there for discussions at the dinner table 
or to help with homework. Childcare is often 
inconsistent and parental monitoring of 
children’s behaviors may shift between 
excessively harsh punishment and no discipline 
at all. 53 

Children neglected in these ways tend to earn 
lower grades and have more suspensions, 
disciplinary referrals and grade repetitions than 
other children. 54 The general decline in 
academic performance that typically occurs as 
children enter junior high school is intensified in 
neglected children. 55 The effects attributed to 
neglect are far-reaching and include a greater 
risk of low self-esteem, rejection by peers and 
association with troubled and deviant peers—all 
risk factors for substance abuse. 56 

Children of Smokers. One study of children of 
smokers found that the more environmental 
tobacco smoke a child was exposed to, the lower 
the child’s IQ, perhaps due to detrimental effects 



of certain tobacco by-products on cognition, 
particularly on children’s attention spans. 57 
Another study found a link between maternal 
smoking and children’s behavior problems. 58 
Increased rates of children’s behavior problems 
were independently associated with all types of 
exposure to maternal cigarette smoke, including 
passive exposure after birth. 



To expose asthmatic children to 
environmental tobacco smoke is nothing short 
of child abuse. But even those youngsters who 
are otherwise perfectly “normal” have severe 
deleterious effects from exposure to smoking 
parents . 59 

— C. Everett Koop, M.D. 

Former Surgeon General 
April 20, 1998 



Children of Alcoholics. Children of alcoholics 
(COAs) tend to have greater academic 
difficulty, 60 even when comparing children of 
similar intelligence. 61 One study found that 
school-age children living with alcohol- 
dependent fathers had lower IQ scores than 
children whose fathers were not dependent on 
alcohol. 62 COAs often are more disorganized 
and have more difficulty concentrating~two 
problems that can significantly compromise their 
academic success. 63 COAs are likelier than 
nonCOAs to attend more schools, have to repeat 
a grade, fail to graduate from high school and 
get referred to a psychologist. 64 

Much of the academic difficulty demonstrated 
by COAs can be attributed to environmental 
factors that relate to parental alcoholism. For 
example, COAs are more likely to be 
psychologically maladjusted, have motivational 
problems and come from a chaotic or stressful 
home environment, that makes studying or 
completing homework difficult. 65 Parents whose 
attention and energies are consumed by the need 
to maintain a drug supply have little left over for 
their children. Crises in their own tumultuous 
lives often make substance-abusing parents 
unreliable. 66 

COAs often receive less supervision, 
encouragement, support, intellectual engagement 
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and attention from their parents, resulting in 
frequent absences from school, tardiness and 
poor academic performance. 67 COAs who do 
receive adequate parental supervision and 
involvement (perhaps from a nonalcoholic 
parent or sibling) are less likely to demonstrate 
the full range of academic problems. 

Children of Illicit Drug Abusers. Children of 
parents addicted to heroin, cocaine and other 
illicit drugs demonstrate significant problems in 
cognitive development and school progress. 68 
Children of heroin-addicted fathers are at greater 
risk for learning and behavioral difficulties in 
school, lower IQ, a greater need for remedial 
teaching and more absences from school. 69 
These children also demonstrate emotional and 
behavioral problems that undoubtedly can affect 
their schoolwork. In addition to lower IQ 
scores, children of illicit drug abusers are more 
likely to demonstrate immature, impulsive or 
irresponsible behavior. 70 Children of illicit drug 
abusers also are more likely to be disobedient, 
aggressive, withdrawn, detached and have fewer 
friends than children of parents who do not 
abuse illicit drugs. 71 

School Neglect Compounds the 
Problem 

Remarkable differences exist between students’ 
and school personnel’s perceptions of student 
drugs use. Principals provide the lowest 
estimates of student drug use, followed by 
teachers and then students. 72 Only 19 percent of 
principals reported that students smoke on school 
grounds compared to 43 percent of teachers and 
69 percent of students. 73 While only five percent 
of principals reported that students drink on 
school grounds, 28 percent of teachers and 33 
percent of students report that drinking occurs at 
school. 74 (Figure 4.B) 

Nearly 60 percent of principals, compared to 26 
percent of teachers and 16 percent of students, 
report that, at most, 1 0 percent of students use 
illegal drugs at least once a month. 75 When asked 
in 1998 if their school grounds were drug free, 
only 1 1 percent of principals said that they were 
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not, compared to 35 percent of teachers and 66 multiple ways in which parental substance abuse 

percent of students. 7 (Figure 4.C) affects student academic performance. 77 



Figure 4.B 

Percent of Principals, Teachers and Students 
Who Say That Alcohol and Tobacco Are Used 
on School Campuses 
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Source: The National Center on Addiction and Substance Abuse 
(CASA) at Columbia University. (1998). 



Figure 4.C 

Percent of Principals, Teachers and Students 
Who Think Schools Are Not Drug Free 

100 



Teachers are three times likelier than 
principals to believe that at least a quarter 
of their students have tried hard drugs like 
cocaine, heroin and acid. 78 Teachers also 
are more inclined than principals to 
believe that the drug problem is getting 

79 

worse. 

Teachers may have lower academic 
expectations for children of substance 
abusers, attributing much of their poor 
performance to parental drug use. 

Teachers might treat these students 
differently, contributing to a 
differentiation in the child’s academic 
progress. 80 Such self-fulfilling 
prophecies are common in educational 
settings and can have long-lasting effects 
on children. 81 Parents of classmates 
might label children of substance abusers 
as troubled or difficult and encourage 
their children to avoid contact or 
interactions with them. 82 
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Source: The National Center on Addiction and Substance Abuse 
(CASA) at Columbia University. (1998). 



There is a reason why many school 
administrators and teachers may neglect to 
acknowledge the extent of substance use among 
students on school grounds. Administrators are 
accountable for providing safe and drug-free 
schools. Acknowledging the full extent of 
substance use on and off school grounds may 
place them in jeopardy of losing their jobs. 

Teachers, who have daily interactions with 
students, are on the front lines and are more 
likely to acknowledge an awareness of the 
problem of student substance use as well as the 



Many teachers face overcrowded classes, 
limited resources and uninvolved parents. 
Substance use is viewed often as just one 
more problem with which they are 
unprepared and unqualified to cope. They 
may view students with substance 
problems as disruptive to their classroom 
and tend to ignore or seek to get rid of 
them. Even those who do attempt to 
intervene on behalf of a student who is known to 
be in need of treatment often face insurmountable 
roadblocks, particularly as a result of the dearth 
of quality and affordable treatment programs 
available for youth in any given community. 

Many school administrators and teachers throw 
up their hands in despair over the problem of 
substance abuse. CASA’s focus groups 
conducted for this report reveal the frustration 
that teachers, principals and other school staff 
feel about how to address this problem. Many 
are aware that current efforts to prevent and 
intervene are not working. 
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You eventually send them out to a principal. But 
there are so many rules and so many restrictions 
and so many rights that are given to the kids, that 
they can't be tested, they can't be kicked out. And 
their parents can say that the school cannot do 
this to my child because there is no proof., .my 
child is ill. And they will take the child home.* 5 

--Sharon Draper, Teacher, Ohio 
Winner of the National Teacher of the Year 
award in 1997, 1998 

CASACONFERENCE: Substance Abuse in the 
21 st Century: Positioning the Nation for Progress 

(In response to the question, "What do you do 
with a kid who is zoned out and disoriented?") 



Substance Use and Abuse by School Staff 
Interfere with Students’ Academic 
Performance 

A government report examining drug use among 
U.S. workers found that more than 350,000 
teachers (9.2 percent) admitted past year illicit 
drug use and more than 83,000 teachers (2.2 
percent) admitted heavy alcohol use. 83 The use 
of drugs and abuse of alcohol by teachers 
compromise their ability to fulfill their 
educational responsibilities. Teachers who 
abuse drugs are more likely to miss days of 
school or come to work in an impaired state, 84 
disrupting students’ ability to learn. While the 
majority of teachers, principals and schools staff 
do not use illicit drugs or abuse alcohol, those 
who do smoke or drink in view of students set 
poor examples and risk having students 
disregard their warnings about the dangers of 
substance use. 

Higher Risk at School Transitions 

Though some students begin using and abusing 
substances as early as the fourth grade, a 
significant jump in the proportion of students 
using substances for the first time occurs during 
the transition to middle school, between fifth 
and sixth grades. Eighth grade students are 
more than twice as likely to have used cigarettes 
daily for the first time (2.8 percent vs. 1 .2 



percent) and nearly three times as likely to have 
been drunk for the first time (4.5 percent vs. 1 .6 
percent) in the sixth grade as in the fifth grade. 86 
More than twice as many eighth grade students 
report having used marijuana for the first time in 
the sixth grade than in the fifth grade (4.6 
percent vs. 1.7 percent). 87 

Another significant school-related transition 
occurs in the years between middle and high 
school. Twice as many tenth graders report 
having developed a daily cigarette habit for the 
first time when they were in the ninth grade than 
in the seventh grade (6.6 percent vs. 3.3 
percent). These students are more than twice as 
likely to have gotten drunk for the first time in 
the ninth grade than in the seventh grade (16.5 
percent vs. 6.5 percent) and nearly twice as 
likely to have smoked marijuana for the first 
time (12.1 percent vs. 6.9 percent). 88 



Signals of Risk at School 

• Tobacco, alcohol and drugs available at 
school 

• Parents not engaged in schools 

• Mixed or inconsistent messages about 
substance use 

• Low student attachment to school 

• Teachers and administrators who smoke at 
school 

• Low or inconsistent expectations for 
student achievement and behavior 



Higher Risk With Student Mobility 

Many students move from town to town, 
remaining in one school only for short periods of 
time. Students who move often are more likely 
than those who have not moved at all* to smoke 
(27. 1 percent vs. 13.3 percent), drink alcohol 
(27.7 percent vs. 18.7 percent), use marijuana 
(12.9 percent vs. 6.9 percent) and use other 
drugs (8.6 percent vs. 4.9 percent). 89 



* Five or more times in the past year. 
7 In the past five years. 
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Peers Raise the Stakes 

Older children tend to focus less on family and 
more on the wider world of friendships and 
social networks at school. The peer group 
becomes increasingly influential on student 
substance use. 90 

Students with friends who smoke cigarettes are 
nine times likelier to smoke than those who do 
not have such friends. 91 Those with friends who 
drink alcohol are seven times likelier to drink 
and those with friends who use illicit drugs are 
more than 10 times likelier to use drugs. 92 
Thirty-four percent of teens have friends who 
are current users of marijuana. 93 Teens at high 
risk for drug use are far more likely than those at 
low risk to have friends who use marijuana (86 
percent vs. three percent) or know of a friend or 
classmate who uses an illicit drug (71 percent vs. 
15 percent). 94 

Patterns in student substance use vary with 
changes in perceptions of substance use norms, 
or the substance use habits of peers. 95 When 
students think substance use is prevalent among 
their peers, they tend to engage in more 
substance use themselves. 96 For example, 
seventh grade students who believe that cigarette 
smoking would improve their social status are 
64 percent more likely to try cigarettes by the 
eighth grade than are students who do not share 
that viewpoint. 97 One study found that teens 
who have a peer group in which 50 percent or 
more members smoke or who have a best friend 
who smokes are almost twice as likely to report 
current cigarette smoking as those in peer 
networks with no smoking members. 98 
Adolescents with symptoms of depression and 
anxiety are more readily convinced by their 
peers to start smoking than are those who are not 
depressed or anxious. 99 

A difficult relationship with parents heightens 
the degree to which students are influenced by 
their peers. 100 Adolescents who use alcohol and 
drugs tend to seek support from their peers 
rather than from parents and tend to spend more 
time with friends than family. 101 Young people 
who are supervised poorly or inconsistently by 



their parents are more likely to associate with 
peers who use alcohol and drugs. 102 Students 
who lack a safe haven at home because of 
parental substance abuse are more likely to mix 
with peers who abuse drugs. 103 

Academic Performance 

The level of peer substance use in schools is 
related to students’ academic performance. Peer 
substance use is linked to lower reading and 
math scores, independent of the student’s own 
substance use. 104 On average, students whose 
peers did not use substances had test scores that 
were 18 points higher for reading and 45 points 
higher for math. 105 Learning often occurs in 
groups of students rather than alone and a 
student who is disruptive or somehow exhibiting 
the effects of substance use can compromise the 
learning environment of all students in the 
classroom. Peer substance use is related to 
student acceptance of antisocial behavior and 
less positive involvement in school and 
community activities. 106 

Willingness to Report Substance Use 

As students age, they become less and less 
willing to report another student who is using or 
selling drugs at school. Overall, 51 percent of 
teens say they would report a student who was 
using drugs at school and 55 percent say they 
would report a student who was selling drugs at 
school. 107 Willingness to intervene in this way 
decreases dramatically with age: 82 percent of 
12-year olds would report a classmate who is a 
drug dealer to school officials, but only 37 
percent of 17-year olds would do so. 10 
(Figure 4.D) 

The Community Setting 

Middle and high schools are not convents and 
the communities in which they are located have 
an impact on the risk of students smoking, 
drinking and using drugs. 

The ready availability of alcohol and drugs in a 
neighborhood, tolerance for youth substance use, 
pervasive substance use in the community, 





Figure 4.D 

Percent of Teens Who Would Report Drug 




Source: The National Center on Addiction and Substance Abuse (CASA) 
at Columbia University. (1999a). 



adverse economic conditions, poor 
neighborhood physical conditions and a high 
crime rate all increase the risk of youth drug use 
and poor academic performance. 109 

Students who report that drugs are readily 
available in their neighborhoods or who come 
from neighborhoods where they have witnessed 
drug use are more likely to experiment with 
drugs and at an earlier age than those in 
neighborhoods where drug use is less 
common. 110 Students who say* * that there is a lot 
of drug selling in their neighborhood also are 
more likely than those who say there is not* to 
report current smoking (23.9 percent vs. 12 
percent), drinking (28.1 percent vs. 15.6 
percent), marijuana use (15.8 percent vs. five 
percent) and other drug use (9.2 percent vs. 4.2 
percent). 111 

Students who say that there is a lot of crime in 
their neighborhood are more likely than those 
who say there is not to report that they currently 
smoke (17.2 percent vs. 14.5 percent), drink 
alcohol (19.8 percent vs. 18.6 percent), use 
marijuana (10.1 percent vs. 7.0 percent) or use 
other illicit drugs (7.5 percent vs. 4.9 percent). 112 
Students living in neighborhoods high in poverty 
and neglect and low in safety are 1.7 times 
likelier to have been offered tobacco, 1 .9 times 
likelier to have been offered alcohol and 5.6 
times likelier to have been offered cocaine than 



* Strongly agree with the statement. 

* Strongly disagree with the statement. 



those living in relatively advantaged 
neighborhoods. 113 

Students who perceive low tolerance 
for substance use among the adults in 
their community are less likely to 
smoke, drink and use drugs. 114 
Teens who report that their adult 
neighbors would neither approve nor 
disapprove if they smoked one or 
more packs of cigarettes a day are 
more than three times as likely to be 
current smokers than teens who say 
their adult neighbors would strongly 
disapprove if they did so (29.8 
percent vs. 8.5 percent). 115 Similarly, those who 
say the adults in their community would neither 
approve nor disapprove if they had one or two 
drinks a day are twice as likely to report current 
use of alcohol as those who say their neighbors 
would strongly disapprove if they did so (28.5 
percent vs. 14.3 percent). 116 Finally, students 
who feel adults in their neighborhood would 
neither approve nor disapprove if they tried 
marijuana once or twice are more than three 
times as likely as those who feel their neighbors 
would strongly disapprove to have used 
marijuana in the past month (17.2 percent vs. 5.2 
percent). 117 

Messages about community tolerance for 
substance use and delinquency are 
communicated not only by adults’ attitudes but 
by the physical appearance of neighborhoods as 
well. Trash, grime and disrepair can suggest 
that communities tolerate deviance and can 
make residents feel unsafe. 118 One study found 
that students who say that there is a lot of graffiti 
in their neighborhood are somewhat likelier to 
smoke (16.9 percent vs. 14.9 percent), drink 
(19.7 percent vs. 18.5 percent), use marijuana 
(1 1.7 percent vs. 7.2 percent) and use other 
drugs (8.7 percent vs. five percent) than those 
who say that there is not a lot of graffiti in their 
neighborhood. 119 Likewise, youth who report 
empty or abandoned buildings in their 
neighborhood are likelier to smoke (18.7 percent 
vs. 14.6 percent), drink (22.7 percent vs. 18.7 
percent), use marijuana (12.9 percent vs. 7.3 
percent) and use other drugs (7.4 percent vs. five 
percent) than those who say that there are no 
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empty or abandoned buildings in their 
neighborhood . 120 
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Chapter V 

Interventions Miss the Mark 



Policies and enforcement procedures vary from 
state to state and from school to school. But 
school efforts to prevent and reduce substance 
use among students and keep tobacco, alcohol 
and other drugs off school grounds have focused 
primarily on four main strategies: zero- 
tolerance policies that mandate predetermined 
consequences for student sale, possession or use 
of tobacco, alcohol or drugs; drug testing; locker 
searches; and drug prevention curricula. To help 
in this effort, the federal government has 
designated drug-free school zones by doubling 
the criminal penalties for manufacturing or 
distributing controlled substances within a radius 
of 1,000 feet of schools. 

In spite of these efforts, more than 14 million 
American middle and high school students 
attend schools where drugs are used, kept and 
sold on school property. 1 Schools address— and 
can only address-a few of the risk factors for 
student drug use. Prevention curricula will 
never be sufficient to prevent substance use. We 
will never test our way out of the student drug 
problem. Rigidly applied zero-tolerance policies 
may be a double-edged sword in our efforts to 
slash drug use. 

Broader strategies are needed if we are to help 
keep students substance free so they can receive 
the education they need to develop their talents 
to the fullest and have a fair opportunity to share 
the American dream. 





Drug-Free School Zones 

In response to public concern over an increase in 
illegal drug use during the 1980s, the U.S. 
Congress enacted legislation designating areas 
around schools and other areas where youth 
congregate as drug-free zones. 3 This law 
increases penalties for drug distribution or 
manufacturing within a 1,000 foot radius of a 
school. Drug-free zones around schools are 
intended to deter drug dealers and users from 
going near schools. The effectiveness of these 
penalties is not clear. A recent study of drug- 
free zones in Massachusetts revealed that despite 
these laws, 80 percent of drug dealing cases 
occurred in a school or park zone, although most 
not during school hours. 4 

Zero-Tolerance Policies 

Zero-tolerance policies are intended to deter use 
or punish any student who uses, possesses or 
distributes tobacco, alcohol, drugs or drug 
paraphernalia. Zero-tolerance policies mandate 
predetermined consequences or punishments-- 
ranging from suspensions to expulsion and 
transfer to alternative schools— for specific 
substance-related offenses, regardless of the 
circumstances or disciplinary history of the 
student involved. 5 Among schools across the 
country, however, there is no standard 
definition, application or punishment connected 
with these policies. 

Zero-tolerance policies originated as a way to 
deal with students who brought guns onto school 
property. 6 In 1995, the Supreme Court held that 
the Gun-Free School Zones Act of 1990, which 
made firearm possession in a school zone a 
federal crime, exceeded Congress’ power since 
no federal property or interstate commerce was 
involved. The Court ruled that the 
Congressional act was unconstitutional. 
Following this ruling, many states enacted 
legislation and school boards established 
regulations to require schools to expel students 
for serious offenses, including the use of 
tobacco, alcohol and drugs. By 1998, 79 percent 
of public schools had zero-tolerance policies for 



tobacco, 87 percent for alcohol and 88 percent 
for drugs. 7 

Zero-tolerance policies can send a strong anti- 
substance use message to students and identify 
student substance users, affording them the 
opportunity to get help. The consequences of 
zero-tolerance policies— such as suspensions and 
expulsions— help rouse parents’ attention 
regarding their children’s substance use and 
remove disruptive students from teachers’ 
classrooms. 



A high school student in the Milwaukee area 
was expelled from school for two years for 
bringing in a small amount of marijuana to 
school, even though this was his first violation 
of the school ’s zero-tolerance policy on drugs 
and alcohol . 2 



However, because the consequences are often 
severe, zero-tolerance policies may discourage 
teachers, parents and other students from 
reporting instances of student substance use. 
Furthermore, punishments related to zero- 
tolerance policies may not remedy the problem 
but merely transfer it from one place to another. 
Private school students who are expelled for 
drug use tend to go to public schools. Students 
expelled from public schools often are sent to 
alternative schools where they meet other 
substance-using students, further stacking the 
deck against the likelihood that they will give up 
alcohol or drugs. Zero-tolerance policies are not 
always coupled with counseling or treatment. 

There are more than 15,000 alternative public 
schools nationwide, many offering either 
punitive or therapeutic school settings for 
expelled students or for those having serious 
academic achievement or behavior problems 
including substance abuse. 8 The smalle r size of 
alternative schools and emphasis on the 
development of personal relationships between 
students and teachers and among peers are 
aimed at addressing emotional problems that 
may increase a student’s risk of substance abuse. 
However, substance abuse is more prevalent in 
these schools than in traditional schools. 9 Some 
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school districts do not provide alternative 
education for suspended or expelled students. 10 



A student in the Milwaukee area , facing a two- 
year suspension for a first time drug offense 
could have been readmitted had he earned a 
certain number of credits toward graduation , 
received a drug evaluation and agreed to 
random drug testing. However , no other 
school would admit this student to earn the 
required credits because of his drug offense . 11 



During the 1996-1997 school year, 27 percent of 
schools reported taking a total of 170,000 
actions in response to violations of zero- 
tolerance policies: 62 percent of the actions 
were out-of-school suspension lasting five or 
more days, 20 percent were transfers to 
alternative schools or programs, and 18 percent 
were expulsions. 12 (Figure 5. A) 



Zero-tolerance policies sometimes extend 
beyond the school day, to include substance use 
in evenings and weekends during the school 
year. To enforce these policies, school 
administrators periodically contact law 
enforcement officials for lists of minors ticketed 
for possession of drugs or alcohol. In some 
states, such as Texas, Washington, Maine, 
Oregon, Illinois, Alabama, Louisiana, 
Minnesota, Tennessee, and Virginia, law 
enforcement and juvenile courts are required by 
state law to share information regarding student 
drug offenses or other records of delinquency 
with school authorities. 13 



Suspensions don 't work. Kids just go home to 
use drugs. 

--Student 
CASA Focus Group 



Student Drug Testing and Locker 
Searches 

To catch students (and staff) who violate rules 
against substance use, schools conduct various 
forms of drug testing as well as locker searches. 
Drug testing in public schools is controversial 
because it raises Constitutional questions about 
the protection of civil liberties and the moral 
obligations of schools to police student and staff 
behavior with regard to substance use. In public 
schools, testing risks charges of defamation, 
invasion of privacy, infliction of emotional 
distress or wrongful discharge. In private 

schools, where participation is optional, 
schools can require that parents and 
students consent to student testing as a 
condition of attendance. 

In 1985, the Supreme Court (New Jersey 
v. T.L.O.) upheld the constitutionality of 
a public high school administrator’s 
search of a student’s purse to obtain 
evidence confirming a teacher’s 
observation of the student smoking in the 
bathroom, in violation of school rules. 
The unique circumstances and setting of 
a school were found to support some 
attenuation of Fourth Amendment* 
protection. 14 The Court explained that in order 
to uphold order and a proper educational 
environment, schools must be granted flexibility 
in their practices. 15 



“The right of people to be secure in their persons, 
houses, papers, and effects, against unreasonable 
searches and seizures, shall not be violated, and no 
warrants shall issue, but upon probable cause, 
supported by oath or affirmation, and particularly 
describing the place to be searched, and the persons 
or things to be seized.” 



Figure 5.A 

Actions Taken by Schools in Response to 
Student Possession, Distribution or Use of 
Alcohol and Drugs (Percent of Total Actions) 

80 




Suspension Transfer Expulsion 



Source: National Center for Education Statistics. (1998). 





In 1 995, the Supreme Court (Veronia School 
District 47J v. Acton) upheld a drug-testing 
program that called for random urinalysis drug 
testing of students who wished to participate in 
interscholastic athletic programs. 16 

Since the Veronia case, several school districts 
have established random drug-testing programs 
for specific groups of students (i.e., athletes, 
those partaking in extracurricular activities). 17 



Drug testing in schools gives you an 
excuse not to use drugs. 

—Student 
CASA Focus Group 



Testing proponents believe that drug testing has 
been effective in preventing initial and repeated 
drug use, 18 and that drug testing is justified due 
to the severity of the problem of youth substance 
abuse and their perceptions of the efficacy of 
drug testing as a solution. 

Who Gets Tested? 

There is little consistency in drug-testing policy 
among schools. No states require schools to 
have a drug-testing program. Some schools 
require drug testing for middle and high school 
students involved in athletic activities. Others 
require testing for all students in any 
extracurricular activity, including the debate 
team, academic decathlon, drama club and other 
nonathletic, school sponsored activities. School 
districts decide which students will be tested and 
whether testing will be conducted on a random 
basis as a prerequisite for participating in an 
extracurricular activity or for cause. 

Students in CASA’s focus groups said that 
athletes are singled out when it comes to drug 
testing. Athletes may be singled out because 
they are at greater risk for using performance- 
enhancing drugs and for using marijuana which 
can impede performance. 

Although some parents have challenged the 
legality of drug testing, others approve of 
mandatory drug testing for their children in 



schools. One school in New Orleans surveyed 
parents at the beginning of the school year and 
an overwhelming majority supported the 
proposal for random drug and alcohol testing of 
the students enrolled in extracurricular 
activities. 19 

Drug Testing and Methods 

Schools employ various measures to test 
students for drug use or drug possession. Urine 
and hair testing are among the most common 
methods used for testing students. 20 Most basic 
drug tests check for the presence of 
cannabinoids (marijuana, hashish), cocaine 
(cocaine, crack, benzoylecognine), 
amphetamines (amphetamines, 
methamphetamines, speed) opiates (heroin, 
opium, codeine, morphine), and pheneyclidine 
(PCP). Some of the most commonly abused 
substances among students, including nicotine 
and alcohol, typically are not targeted because 
the tests for these substances are expensive and 
difficult to administer. 21 



What we are trying to do in (our private) school is 
change behavior. We are not trying to throw out 
the kids. The whole program is not intended to be 
punitive... it’s intended to assist the children, to get 
them counseling, to give a wake-up call to their 
parents and to try to help straighten them up} 2 

—Yvonne Gelpi 
President and Principal 
De La Salle High School, New Orleans, LA 
Where all students are drug tested 
CASACONFERENCE: Substance Abuse in the 
21 st Century: Positioning the Nation for Progress 



Urinalysis. Urinalysis is one of the most 
frequently used tests for cocaine, heroin, 
morphine and other narcotics. Most drugs can 
be identified in the urine within 24- to 36-hours 
after use. The period of detection of cocaine in 
urine is up to five days following last use, 
depending on the dose and duration of 
ingestion. 23 Marijuana can be identified two- to 
three weeks after use. As with any test, it is not 
foolproof. A negative test result does not 
indicate necessarily an absence of drug use. 24 
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Hair Analysis. Drugs ingested in the body 
travel through the bloodstream and are deposited 
in hair follicles. Traces remain in the hair, 
which helps to determine the length of time the 
drugs have been used. The advantages of hair 
analysis include a wider window of time for 
detecting previous substance use-one to three 
months, relative ease of collection without 
embarrassment and little opportunity for 
tampering, although hair analysis might fail to 
detect drug use during the week prior to the test. 

Beating the Tests 



As drug testing in schools becomes more 
commonplace, a new industry aimed at 
beating the tests is flourishing. Ways to 
beat drug tests are common knowledge for 
many students. Students have been known 
to add adulterants to their urine samples or 
drink large quantities of liquids to try to 
dilute the urine. 25 Some additives 
chemically destroy toxins in the urine and 
some block the capability of the test to 
detect toxins in the urine. Some schools 
respond by testing urine for common 
adulterants. 26 Adulteration is possible when 
there is not a supervised collection process 
that can guarantee the purity of the 
sample. 27 

Students sometimes are forewarned that drug 
testing will occur in their schools. In one case in 
Texas, a permission slip was sent home with 
each student requesting that the parent or 
guardian give the school permission to perform 
urinalysis testing on the student. This type of 
warning obviously enables students to “prepare” 
for the test but may not deter overall levels of 
use. 

Locker Searches 

Locker searches are another tool used to keep 
drugs out of schools. In most instances, drug- 
sniffing dogs are used to identify lockers that 
may contain illegal drugs. The Pennsylvania 
Supreme Court ruled that random drug searches 
of students’ lockers in public schools do not 
constitute unlawful search and seizure under the 



Fourth Amendment because student lockers are 
considered school property. The court held that 
students have limited privacy while in the school 
environment. 28 

CASA’s 1998 National Survey of Teens, 
Teachers and Principals found that although 
locker searches occur in less than half of 
schools-primarily in those where principals 
believe students are using drugs-72 percent of 
principals, 74 percent of teachers and 7 1 percent 
of students believe these searches would help 
reduce drugs in schools. 29 (Figure 5.B) 



Staff Drug Testing 

U.S. Department of Transportation regulations 
requires schools to test bus drivers. A number 
of school districts have drug-testing policies that 
include testing adults who come into contact 
with students, including teachers and coaches. 30 

The Supreme Court refused to review an 
appellate court decision upholding a policy in 
Knox County, Tennessee that required drug 
testing for teachers new to the school system, 
allowing that principals, assistant principals, 
teachers, teachers’ aides, substitute teachers, 
secretaries and bus drivers could be considered 
“safety-sensitive” positions. 31 The Knox County 
program requires persons applying to be 
teachers to take a urine drug test when offered a 
position at the school but before employment 
begins. 32 The appellate justices rejected the 



Percent 

100 



Figure 5.B 

In Use vs. Perceived Effectiveness of Locker 
Searches 
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teachers 5 claim that drug tests are 
unconstitutional if no one is actually suspected 
of using drugs. 

Prevention Curricula: No Silver 
Bullet 

Schools have attempted to prevent student 
substance use by adopting prevention curricula 
in which students are taught the dangers of drug 
use, skills for resisting pressure from peers and 
the media to use drugs, and ways of improving 
their coping and decision-making skills. While 
some curricula show promise, their effectiveness 
is inherently limited because the risk factors for 
student substance use--and the motivations for 
student drug use--are not restricted to students 5 
knowledge about the effects of the various drugs 
or their skills to resist pressures to use drugs. 

Schools use three main types of intervention : 33 

• Broad-based prevention programs designed 
to prevent precursors of substance use or the 
initiation of substance use among all 
students. Such programs take a school-wide 
or classroom-wide approach to prevention 
and primarily focus on implementing a 
substance use prevention curriculum. 

• Prevention programs focused on subgroups 
of students at high risk for substance abuse, 
such as children of drug users or alcoholics, 
poor school achievers, children with conduct 
disorders and children who demonstrate 
sensation-seeking, aggression or 
delinquency. 

• Programs designed to prevent the worsening 
of problems in students who already are 
manifesting drug use behaviors . 34 

Broad-Based Programs 

Most school-based prevention initiatives are 
aimed at all students regardless of risk status . 35 
Most offer students a curriculum-based 
prevention program, although some schools do 
attempt to target risk factors beyond those that 
can be addressed in a curriculum program . 36 



Keeping Substances Out of Schools 
Student Perspective 

• School rules against drug use do not 
necessarily have an effect on student 
behavior. 

• Schools selectively enforce drug policies. 

• A policy against student drug use does not 
always apply to teacher/staff use. 

• Drug policy should provide sanctions as well 
as help students. 

• Drug testing by schools provides an excuse 
not to use. 

• Students know how not to get caught using 
drugs. 

• It is impossible to keep drugs out of school, 
even with mandatory testing. 

• If you want to get drugs in school, you can. 

School Teacher/Staff Perspective 

• Drug testing provides a safety net for 
students. 

• Drug testing negatively influences the level 
of trust students place in adults. 

• Sanctions for drug use are meted out on a 
case-by-case basis. 

• The school’s job is not to police students; it 
is to educate them. 

--CASA Focus Groups with 
Students and School Staff 



Classroom curricula usually contain information 
about substances of abuse and attempt to build 
students 5 skills at coping, decision-making and 
resisting peer influence . 37 A number of 
approaches have been developed and marketed 
to schools. Some schools adopt the curricula 
wholesale while others adopt elements adapted 
to their needs. This latter approach, in which the 
curriculum is not implemented as intended by 
the designers of the program, poses a problem 
for determining the effectiveness of a particular 
curriculum in reducing student substance use. 

These programs cost less than programs that 
target specific sub-groups of children and 
require no special personnel or procedures for 
recruiting students . 38 Many broad-based 
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prevention programs have not been adequately 
evaluated for their effectiveness in reducing 
student substance use. Many that have been 
evaluated have not proven effective in the long 
term. Most evaluations of curriculum-based 
prevention programs have been conducted by 
the designers of the programs, with few 
independent, objective studies being conducted 
to evaluate their benefits. 

Curricula Designed to Provide Information. 
The underlying assumption of the informational 
approach to prevention— common in many 
prevention curricula-is that given the necessary 
facts about drugs and their consequences, 
students will make rational decisions not to use 
drugs. 39 Well-meaning individuals/groups have 
developed such programs on the basis of 
common sense assumptions about the risks 
associated with drug use. 40 Despite the fact that 
information about substances of abuse is one of 
several necessary components of preventing 
substance abuse, 41 research clearly indicates that 
just giving students information about drugs 
does not necessarily reduce drug use or 
intentions to use drugs. 42 

Curricula Designed to Improve Social Skills. 

In response to research uncovering the complex 
pathways to youth substance use, 43 a broader 
based prevention approach focusing on teaching 
personal and social skills has been suggested. 44 
Social skills education emphasizes teaching 
personal self-management and social aptitude 
through instruction, demonstration, feedback, 
reinforcement and in- and out-of-class practice. 
Classroom activities focus on building decision- 
making, communication and assertiveness skills, 
but do not include specific information related to 
drug use. 

Curricula Designed to Help Students Resist 
Adverse Social Influence. A shift in the focus 
of drug prevention research occurred in the past 
two decades with recognition of the importance 
of psychosocial factors in the initiation of 
substance use. 45 Grounded in psychological 
theories of human behavior, the social influence 
approach in prevention curricula emphasizes the 
importance of persuasive influences, such as 
peers and the media, on the initiation and use of 



tobacco, alcohol and drugs. Preparing students 
to recognize such influences and teaching skills 
for resisting them are the focal points of this 
approach. 

Recently included in this approach is “normative 
education” which attempts to provide accurate 
information to students about the prevalence of 
substance use among their peers. The goal is to 
correct the often-inaccurate and inflated 
perceptions of widespread social use of alcohol, 
tobacco and other drugs. 

A growing number of studies examining 
interventions based on the social influences 
approach have documented that this type of 
curriculum may hold more promise than some 
others. 46 Evaluation studies have found 30 to 50 
percent reductions in tobacco, alcohol and 
marijuana use in the short-term. There is little 
evidence of the long-term effectiveness of these 
programs. 

Programs that correct students’ often inaccurate 
beliefs about their peers’ use of substances, 
provide training in peer influence resistance 
skills and develop strong student attachment to 
school appear to have a greater impact on 
student substance use than information-based or 
social skills development approaches alone. 47 
Evaluations suggest they help reduce tobacco 
use, but their efficacy in reducing alcohol and 
drug use is less certain. 48 

Key Curriculum-Based Prevention 
Programs 

Several federal agencies highlight particular 
curriculum-based prevention programs that they 
deem promising or exemplary in helping prevent 
student substance use. (Appendices B and C) 
Although many of these programs teach students 
about the risks of drug use and provide students 
with skills to help them resist social pressures, 
few, if any, have proven effective in reducing 
student substance use over the long-term. 
Examples of key curriculum programs are: 

Life Skills Training (LST). Originally 
developed in 1979 as a smoking prevention 
program, LST has been revised to include 
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alcohol and marijuana use as well. LST has 
been cited as one of nine “exemplary” drug 
abuse prevention programs by the U.S. 
Department of Education. The curriculum 
addresses a wide range of risk and protective 
factors by teaching general personal and social 
skills in combination with drug resistance skills 
and normative education to middle school 
students. The curriculum is designed to be 
delivered by teachers, peer leaders or health 
professionals. The curriculum’s five major 
components target risk factors related to students 
and their peer groups and include: 

• Training in decision-making, coping and 
social skills, including resisting peer 
pressure; 

• A self-improvement project designed to 
provide students with techniques for 
changing behaviors; 

• Information on current prevalence rates of 
substance use (i.e., normative education); 

• Information on short- and long-term 
consequences of substance use; 

• Information on social acceptability of 
substance use and the process of becoming 
dependent on tobacco, alcohol and 
marijuana; 

• Lessons on violence prevention. 

Twelve major evaluation studies of LST have 
been conducted by the curriculum developer 
over the past 20 years using a variety of 
providers and populations. 49 The developer’s 
studies find reductions in tobacco, alcohol and 
marijuana use of 50 to 75 percent lasting up to 
six years. 

Project ALERT. Project ALERT is a two-year 
drug prevention curriculum program delivered 
by trained teachers and designed for middle 
school students. Project ALERT, also cited as 
one of nine “exemplary” drug abuse prevention 
programs by the U.S. Department of Education, 
is based on the social influence model, which 



targets adolescent drug-use beliefs and 
resistance skills. The lessons focus on helping 
students establish nondrug use norms, develop 
reasons not to use drugs and resist pro-drug 
pressures. The goal of the curriculum is to 
motivate and teach resistance skills by helping 
students: 

• Understand the consequences of using 
drugs; 

• Establish school-wide norms against use; 

• Recognize that most people do not use 
drugs; 

• Identify pro-drug pressures; 

• Leam to counter advertising appeals; 

• Communicate with parents; 

• Support others in making non-use decisions; 

• Recognize alternatives to substance use; and 

• Leam how to quit. 

In a multi-site evaluation in thirty ethnically and 
economically diverse schools over 15 months, 
seventh-grade students participating in the 
program who had not tried marijuana were 30 
percent less likely than nonparticipants to have 
started using marijuana by the eighth grade. 

They also were nearly 50 percent less likely than 
nonparticipants to have become current 
marijuana users by the eighth grade. 50 

Among students already experimenting with 
tobacco at the beginning of the seventh grade, 
the program reduced current smoking by about 
20 percent and weekly smoking by one third to 
one half 15 months later. For students identified 
as more confirmed smokers at the beginning of 
seventh grade, current smoking increased among 
Project ALERT participants compared to 
nonparticipants. 51 

Although students participating in the program 
demonstrated modest reductions in alcohol use 
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immediately after delivery of the seventh grade 
curriculum, 52 those early gains disappeared by 
the eighth grade. After students made the 
transition into high school and the program 
lessons were no longer delivered, the earlier 
effects on tobacco and marijuana use eroded as 
well. 53 

Recognizing that the early effects of the program 
were not holding over the long-term, the 
program expanded its approach in 1997 to high 
school students in South Dakota, which serves 
as the test site for assessing the effectiveness of 
the combined middle and high school program. 
The expanded program, known as ALERT Plus, 
adds booster lessons in an effort to maintain 
benefits of Project ALERT as students progress 
through grades nine and ten. RAND, the 
organization that designed and evaluated Project 
ALERT, is administering the program under a 
$4 million grant from the National Institute on 
Drug Abuse (NIDA). 

Project Towards No Tobacco Use (TNT). 
Project TNT is a school-based prevention 
program designed to delay the initiation and 
reduce the use of tobacco by middle school 
children. Designated an “exemplary” drug 
abuse prevention program by the U.S. 
Department of Education, the program is 
delivered by trained teachers in classroom 
settings. The components of the curriculum 
target risk factors related to students, their peer 
groups, the media and the environment. The 
curriculum: 

• Provides information on tobacco-related 
addiction and disease; 

• Attempts to correct perceived tobacco use 
prevalence estimates; 

• Addresses media and advertising influences 
on youth tobacco use; 

• Promotes strategies for advocating against 
tobacco use; 

• Identifies methods for building self-esteem; 
and 



• Teaches communication, refusal and coping 
skills. 

The evaluation of the curriculum, conducted by 
its developer, revealed that students participating 
in TNT had a 26 percent reduction in initiation 
of cigarette smoking compared to 
nonparticipants over two years of follow-up. 54 
Similar results were found for the use of 
smokeless tobacco. The developer’s evaluation 
reported a 60 percent reduction in weekly or 
more frequent tobacco use for students in the 
program. 55 

Drug Abuse Resistance Education (D.A.R.E.). 
Perhaps the most well known and widely used 
school-based prevention curriculum is Drug 
Abuse Resistance Education (D.A.R.E.) 56 
Uniformed police officers deliver program 
curricula aimed at children in grades K through 
12, although the program is most often 
implemented in the fifth and sixth grades. 57 A 
teacher, who is usually present in the classroom 
during the police officers’ delivery of the 
curriculum, is expected to reinforce the 
D.A.R.E. material by integrating its objectives 
into the general curriculum for the particular 
grade level. D.A.R.E. programs have been 
implemented in schools in 50 to 80 percent of 
U.S. school districts. 58 

D.A.R.E. seeks to educate students about the 
effects of drug abuse, build decision-making and 
problem solving skills, teach strategies to help 
students make informed decisions and resist 
drug use, peer pressure and violence, and 
provide students with alternatives to drug use. 
The program recently broadened its focus to 
encompass programs for parent education and 
after-school recreation and learning. The 
curriculum focuses on knowledge and skill 
development in seven areas: 

• Cognitive information; 

• Recognizing pressures; 

• Refusal skills; 

• Consequential thinking and risk taking; 



• Interpersonal and communication skills; 

• Decision-making; 

• Positive alternatives to drug use. 

Despite the pervasiveness and longevity of the 
program, the significant amount of money that 
has been spent on D.A.R.E. and recent efforts to 
expand the program to include parent education 
and after-school activities, recent independent 
evaluations reveal little, if any, effect in 
reducing substance use. 59 These independent 
evaluations find students subjected to Project 
D.A.R.E. show no greater improvements in the 
measured outcomes (e.g., actual drug use, 
attitudes about drug use and self-esteem) than 
those not receiving the program. The authors of 
one independent evaluation study concluded that 
“there appear to be no reliable short-term, long- 
term, early adolescent, or young adult positive 
outcomes associated with receiving the D.A.R.E. 
intervention.” 60 

Several school districts have responded by 
discontinuing the program in their schools. 
Recently, in an effort to salvage the D.A.R.E. 
distribution system and network. The Robert 
Wood Johnson Foundation has provided a $13.7 
million grant to the University of Akron to 
develop a curriculum based on the latest 
prevention research that will be tested in six 
U.S. cities that have D.A.R.E. programs in 
place. 



Parent education programs about drug use 
are poorly attended. Often the parents who 
don ’t need to be there are the ones who 
show up. 

--School Staff Member 
CASA Focus Group 



Federal Efforts to Improve 
Effectiveness of Prevention 
Programs 

The Safe and Drug-Free Schools and 
Communities Act (SDFSC) requires schools that 
receive funding to adopt and carry out 
comprehensive drug and violence prevention 
programs, including activities to promote 
involvement of parents and community groups 
and agencies. Because the requirements for 
receiving and using these funds are so loosely 
defined, there is little consistency across 
districts, counties or states in regard to how 
these funds are used. This inconsistency makes 
it difficult, if not impossible, to evaluate the 
effectiveness of the Safe and Drug-Free Schools 
program in reducing student substance use 
nationwide. 

In July of 1998, in order to strengthen the 
quality of drug and violence prevention 
programs implemented with SDFSC funds, the 
U.S. Department of Education established four 
Principles of Effectiveness for all grant 
recipients. 61 

Soon after, the Department of Education funded 
a study to provide a baseline for gauging 
progress on the implementation of these 
Principles. The study found, among other 
things, that in selecting prevention activities, 
only 58 percent of districts considered research 
on the effectiveness of those activities and only 
35 percent of districts defined research-based 
prevention in a way that is as rigorous as the 
definition provided by the Department of 
Education. 62 

One promising initiative for using SDFSC funds 
effectively for prevention is the Middle School 
Prevention and School Safety Program 
Coordinator Initiative which funds schools to 
hire and train full-time coordinators to oversee 
implementation of substance use prevention 
programs for middle school students. The 
presence of a full-time prevention program 
coordinator can positively influence both the 
development of programs and teacher 
motivation to implement a program 




-46- 



53 



curriculum. 63 Active program coordination led 
to program stability and careful planning and 
assessment activities. Part-time coordinators 
had not been found to yield such results. 64 



The Principles of Effectiveness 

• A grant recipient shall base programs on a 
thorough assessment of objective data about 
the drug and violence problems in the schools 
and communities served. 

• A grant recipient shall, with the assistance of a 
local or regional advisory council, establish a 
set of measurable goals and objectives, and 
design programs to meet those goals and 
objectives. 

• A grant recipient shall design and implement 
activities based on research or evaluation that 
provides evidence that the strategies used to 
prevent or reduce drug use, violence or 
disruptive behavior among youth are effective. 

• A grant recipient shall evaluate its program 
periodically to assess progress toward 
achieving its goals and objectives and use its 
evaluation results to refine, improve and 
strengthen its program and/or its goals and 
objectives. 



Limited Counseling and Assistance 
Available 

Only 36 percent of public schools and 14.4 
percent of private schools say they offer any 
form of substance abuse counseling. 65 Such 
counseling is often provided through school- 
based and linked health service programs. 66 By 
1998, there were 1,157 school-based health 
centers across the country. Most (63 percent) of 
them were in urban schools. 67 Over 60 percent 
of school-linked health centers provide 
counseling services specifically related to 
substance abuse; 86 percent offer some form of 
counseling. Between 40 and 60 percent of 
school-linked health centers report collaborating 
with school staff on substance abuse and health 
education services. 68 



Although only 9.5 percent of the 16,000 69 public 
school districts the United States offer 
standardized Student Assistance Programs 
(SAPs), 70 such programs are the most common 
approach to deal with adolescent substance 
abuse. 71 SAPs--the rough equivalent of 
Employee Assistance Programs--are school- 
based interventions that provide students with 
information and support for a variety of 
problems, including those associated with 
alcohol or drug abuse. Other problems 
frequently addressed by SAPs include 
preventing depression and suicide, improving 
academic performance, coping with parental 
divorce and separation and reducing teen 
pregnancy. 72 

Although few schools have adopted formal 
models of Student Assistance Programs, many 
schools do have trained staff members who 
perform key student support functions of a more 
official SAP, including early identification of 
student problems, assessment of students’ needs, 
provision of in-school counseling and support 
services, referrals to outside agencies and follow 
up care. 73 Children of substance abusers are 
included in the high-risk groups eligible to 
receive SAP services. 74 

A number of recent studies have found that 
fewer students reported substance use after 
participating in SAPs. 75 However, because 
school SAPs often do not incorporate all the 
elements of a particular model program, but 
rather utilize existing resources to provide 
necessary support services to students, it is 
difficult to conduct effective evaluations of these 
school-based programs. 

Peer Efforts to Prevent and Curb 
Use 

Students themselves bear responsibility for 
reducing their own and their classmates’ 
substance use. Some programs take advantage 
of the influence students can have over one 
another and attempt to convert negative peer 
pressure into beneficial peer pressure. 
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Peer education programs provide information, 
challenge incorrect attitudes, confront unhealthy 
behavior and refer students to professional help 
if needed. These programs can help to create 
positive social norms and disabuse students of 
inaccurate and often exaggerated claims 
regarding the prevalence of substance use 
among their peers. 

One strategy for attaining drug-free schools has 
been to create a pledge system whereby students 
commit to remain drug free for a designated 
period of time. CASA’s 1996 National Survey 
of Teens and Their Parents found that an 
overwhelming 84 percent of students report that 
they would be willing to join other students in 
making a pledge not to smoke, drink or use 
drugs at school. 76 

The town of Cody, Wyoming has come up with 
a unique way of helping to prevent student 
substance use. The Cody Change Attitudes Now 
(Cody CAN) program, which is run by students, 
uses positive peer pressure and accountability to 
encourage students to remain drug free. 77 To 
become a member of the program, students must 
sign a contract pledging to remain drug free. 

The program provides access to high-end 
computers and software to all students who 
become members of the program. In addition, 
members receive discounts to more than 25 local 
businesses, which helps involve community 
businesses in the prevention effort. Membership 
in CAN sends the message that a person is 
rewarded for choosing to be drug free. The 
philosophy behind it is unique in that instead of 
being a reactive program, in which teens are told 
to say “no” to drugs, this type of program 
provides children with positive alternatives to 
drugs as well as positive peer influences. 

One school in Texas formed student committees 
to develop a drug-prevention program called 
Student Alternatives to Substance Abuse. 78 
Students who sign pledges not to use drugs are 
not tested for drug use and their written 
promises are based on the honor system. In 
return for remaining loyal to their pledges, 
middle school students are rewarded with dances 



and other social activities— all conducted in a 
drug-free environment. 

Although programs that encourage students to 
pledge to be drug free draw attention to the issue 
of youth substance abuse and raise awareness of 
the problem, little information— and no 
independent evaluation— is available about the 
effectiveness of these programs in reducing 
substance use. 

Lack of Community Involvement in 
Preventing and Reducing Student 
Substance Use 

Communities can help reduce substance use 
among youth by enforcing laws governing 
distribution, sale and possession; enacting local 
policing practices; and providing opportunities 
for teens to be positively engaged in the 
community. Collaborative community efforts to 
enhance the safety of the neighborhood, educate 
residents about drug use and provide students 
with alternatives to drug use can go a long way 
toward helping reduce student substance use. 

Examples of initiatives exist, but none operate 
on a significant scale. Kansas City is one 
example, recently forming a Community 
Epidemiology Work Group involving police, 
schools, drug courts, hospitals, mental health 
agencies and the National Institute on Drug 
Abuse (NIDA) as a model collaborative 
initiative to gather and disseminate accurate 
information to the community about local drug 
problems. This kind of a collaboration is 
important to better coordinate community-wide 
drug prevention, including those prevention 
activities that are school-based. 

After-School and Mentorship Programs 

Quality after-school programs and recreational 
activities can provide safe, engaging 
environments that motivate and inspire learning 
as well. After-school programs can help combat 
negative peer influences, strengthen students’ 
academic achievement and provide students with 
engaging activities that make drug use less 
attractive. 





During FY 1999, the federal government 
allocated $200 million dollars for after-school 
programming through the 21 st Century 
Community Learning Centers Program. * The 
types of activities common to after-school 
programs include, but are not limited to, tutoring 
in basic school subjects, drug and violence 
prevention curricula and counseling, youth 
leadership activities, volunteer and community 
service opportunities and supervised recreation 
and athletic programs and events. 79 

Communities that offer mentorship programs 
allow students to spend time with positive role 
models who can help them to remain drug free. 
Big Brothers/Big Sisters of America works in 
partnership with schools to pair adult mentors 
with youth from single parent families. In a 
recent evaluation of the program, mentored 
youth were 27 percent less likely to begin using 
alcohol than similar youth without a mentoring 
relationship. 80 

Community-Based Prevention Programs 

Several schools partner with communities to 
offer special prevention and treatment services 
to students at risk. 

One such program, CASASTART ( Striving 
Together to Achieve Rewarding Tomorrows) is a 
comprehensive neighborhood-based, school- 
centered program developed by CASA to 
prevent substance abuse and delinquency among 
high-risk eight- to 13-year old students and to 
reduce drug-related crime in their 
neighborhoods. CASASTART brings together 
under one roof various organizations including 
schools, health and social service agencies and 
police, and provides participants with mentors 
for the common purpose of helping keep at-risk 
youth drug and violence free. The roof may be 
the Mayor’s office, a church organization, the 
school or a community group. CASASTART 
combines a youth development framework and 
an intensive case management method to deliver 
an eight-component service menu to children 
and their families. The program works with 



* Title X, Part 1 of the Elementary and Secondary 
Education Act. 



substance-abusing parents and siblings of youth 
participants. 

Potentially eligible children are referred to 
CASASTART case managers by school, social 
service staff, police or juvenile court personnel. 
Case managers then determine whether children 
are at high risk for substance abuse and crime. In 
addition to seeking out participants, developing 
case plans, counseling, coordinating services and 
making referrals, case managers become 
involved in a full range of activities including: 

• Running after-school or recreation 
programs; 

• Arranging for and transporting family 
members to appointments; 

• Helping prevent homelessness or utility 
shut-offs; 

• Advocating for children and family 
members with administrative agencies and 
in court; and 

• Helping parents resolve problems with 
schools or social service agencies. 

The Urban Institute, under contract with CASA 
and the National Institute of Justice, conducted 
an independent impact analysis of the 
CASASTART parent program, then called 
Children at Risk. S] The evaluation demonstrated 
that compared to a control group, program 
participants were significantly less likely to use 
tobacco, alcohol and other illicit drugs, to report 
past month or lifetime involvement in drug 
trafficking, to engage in violent offenses or 
associate with delinquent peers. Academic 
performance increased as program participants 
were more likely to be promoted to the next 
grade in school and to report higher levels of 
positive peer influence. 

CASASTART is now serving hundreds of high- 
risk youth, their families and neighborhoods in 
cities across the nation and continues to grow. 
Currently in 19 sites around the country 
(Appendix B), The U.S. Department of 



Education (DOE) Expert Panel on Safe, 
Disciplined and Drug-Free Schools recently 
designated CASASTART a model program. 

Another school-based program that involves 
families in the community, the Iowa 
Strengthening Families Program, is designed for 
families of children ages six through 1 1 who are 
at risk of substance abuse. The program focuses 
on the family and its values, and no drug use 
expectations. The program claims 30 to 60 
percent reductions among students participating 
in the program compared to nonparticipants in 
alcohol use, using alcohol without parents’ 
permission and being drunk. 82 The Center for 
Substance Abuse Prevention (CSAP) identified 
this program as a model program. 

Communities Mobilizing for Change on Alcohol 
(CMCA), developed by the University of 
Minnesota School of Public Health, activates 
community members to achieve changes 
regarding alcohol in local public policies and in 
practices of major community institutions, such 
as law enforcement agencies, licensing 
departments, community event groups, civic 
groups, houses of worship, schools and local 
media. Its goal is to reduce the flow of alcohol 
to young people from illegal sales by retail 
establishments and from provision of alcohol to 
youth by adults in the community. 

An evaluation by the developers of the program 
found that increased age identification checks by 
alcohol retailers reduced purchasing of alcohol, 
drinking, frequenting of bars, and provision of 
alcohol to other adolescents by 18- to 20-year- 
olds. The program demonstrated little effect on 
alcohol consumption among younger 
adolescents. The Center for Substance Abuse 
Prevention (CSAP) identified this program as a 
model program 
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Chapter VI 
What Would It Take? 



There is an enormous discrepancy between the 
numerous risk factors for youth substance use 
and the few that can be targeted by the most 
promising prevention curriculum programs and 
zero-tolerance policies. Even such programs that 
transmit the intended information to students and 
help to build certain beneficial personal skills or 
remove students with substance problems from 
schools are able to address only a limited number 
of risk factors for youth substance use. Because 
they cannot address all the risks posed to 
students by parents, a poor school environment 
or the community, parents, teachers and students 
must not rely on zero-tolerance approaches and 
curriculum programs as silver bullets to reduce 
student substance use. Table 6.1 illustrates the 
limits of curriculum programs. Schools can do 
much more to prevent student substance abuse, 
but they cannot do it all or alone. 

Parents Hold Primary 
Responsibility for Prevention 

Parents are the single most important influence 
on children’s decision to smoke, drink or use 
drugs, yet many parents do not fully understand 
the extent of their influence. 1 Parents’ 
involvement in their children’s education can 
catalyze student learning, increase the odds of 
student academic success and reduce the risk of 
student substance use. 2 

A large body of research clearly indicates that a 
good parent-child relationship and parental 
monitoring of children’s behaviors reduce the 
risk of youth substance use. 3 CASA’s research 
indicates that parental presence in the home 
before and after school, during dinner and at 
bedtime and parental involvement in student 
schoolwork help students stay away from 
cigarettes, alcohol and drugs. 4 Families that eat 
together, communicate well and pray together 
are the most likely to have substance-free 
children. 5 
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Table 6.1 

Risk Factors Commonly Targeted (V)--and NOT Targeted— by Major Prevention Curricula 



Signals of Risk 6 in: 


; ; Factors Commonly Addressed 
bv Major Prevention Curricula 7 


Schools 


Tobacco, alcohol and drugs available at school 


1 


Parents not engaged by schools in their child’s education 




Mixed or inconsistent messages about substance use 


i MiV *m*4+4-w- 


Low student attachment to school 


‘yyyyyyyyyyyyyyyy.y^y/r.^'yyyyyyyyyy/yryyyyyyyyyyyyyyy/y^-yyyyyyyyyyy^'^yyy. 


Teachers and administrators who smoke at school 


, , mu iy;nyHnii 


Low or inconsistent expectations for student behavior 
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Students 



Poor academic performance 




Current substance use 


i i.tViVi ■ . i 1 1 i i n) i ii. ivi i in.^41,..^.,, (iViVi 1 ! mY.Y.Yi 


Low self-esteem 


V 


Depression or anxiety 




Learning or conduct disorders (e.g., ADHD) or eating disorders 


; ftftft ft ftftft ft ftftft ft ftft ftftft ftft ft ftftftftftftft ftftftft ft ftft ftft ftft ft ftftft ftftftftiftftftftftftftft* ft iftftftft* xftftftftftftftft* v ft! 


Sensation seeking, impulsivity 
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Discipline problems (e g., theft, truancv) 




Early sexual activity 




Poor coping skills 


V 


Frequent mobility from school to school 


■■ , ' *. J * * S$S w . ^ / f 


Low perceptions of risk or harm of substance use 


V 


Inaccurate or limited knowledge about effects of substance use 


V 



Family 



Prenatal exposure to tobacco, alcohol or drugs 
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Family history of substance use 
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Tobacco or drug use and alcohol abuse in the family 
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Parental mental health problems 




Poor parent/child communication 


— --- iiiiYi. — 


Low parental monitoring and support 
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Little quality time spent with children 




Low parental affection 




Family conflict 
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Low ability to resist peer pressure 


V 


Inaccurate perception of substance use among peers 


V 


Relationships with peers who take risks and are involved in other problem 
behaviors 


V 


Desire to be accepted into a peer group; need to fit in, be “cool” 





Communities 



Easy availability of tobacco, alcohol and drugs to youth 




Community tolerance for youth tobacco, alcohol and drug use 




High crime rates 




Few after-school activities 




High levels of neighborhood trash, grime and disrepair 
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Unfortunately, many students do not benefit 
from the critical protective role that parents can 
provide. Many parents are uninformed or in 
denial about the extent of substance use among 
their children. Many parents shirk their primary 
responsibility of ensuring that their children are 
substance free and look to schools to deal with 
any problems. More than one-third (36 percent) 
of students say that their parents never discussed 
the risks of substance use with them. 8 

Parents may not realize how important these 
conversations are in helping to prevent their 
children’s substance use. 9 Too often, parents 
resign themselves to the belief that their children 
will use substances regardless of what they say 
or do. 10 Twenty-five percent of parents report 
that they have little influence over their middle 
and high school students’ decisions to use or 
abstain from substances." In fact, 42 percent of 
students who do not use marijuana cite their 
parents, most often their mothers, as the most 
important influence in their not using it. 12 

Too many children live in families with “hands- 
off’ parents. According to CASA’s National 
Survey of American Attitudes on Substance 
Abuse VI: Teens , when parents are “hands-on”-- 
meaning they are engaged in their children’s 
lives, supervise their teenagers and impose rules 
or standards of behavior-their teenagers are four 
times less likely to engage in substance abuse 
than teens from “hands-off’ households. 13 The 
more often parents have dinner with their teens, 
for example, the less likely they are to smoke, 
drink or use drugs. 

Teens with “hands-on” parents, who monitor 
their television viewing, Internet usage, or CD 
purchases are at half the risk of substance abuse 
as those whose parents do not monitor these 
activities. 14 Teens whose parents know where 
their children are after school and on weekends, 
and who expect their children to tell them where 
they are going, are at half the risk of substance 
abuse as teens with parents who do not monitor 
their behaviors. 15 Teens whose parents are “very 
aware” of how their teen is doing in school are at 
about one-third the substance abuse risk as teens 
with unaware parents. 16 Teens who believe their 
parents would be “extremely upset” if they were 



to use marijuana are at one-third the risk of teens 
who say their parents would “not be too upset.” 17 

Parents press for better schools, higher academic 
standards and quality education. Some have 
lobbied hard to pass legislation allowing their 
children to go to charter schools or receive 
school vouchers for parochial schools. Parents 
of children in private schools spend thousands of 
dollars each year to ensure that their children are 
well prepared and well situated for acceptance 
into the top colleges in the country. Yet 61 
percent of parents say their teens’ school is not 
drug free. 18 If parents understood the impact of 
substance abuse on academic achievement and 
demonstrated that concern to schools in a similar 
manner, schools would be more likely to heed 
their wishes and do everything in their power to 
ensure that their schools are drug free. 

Even parents who are involved in their children’s 
lives during the early years too often reduce their 
involvement as their children grow up. Parent- 
teacher-student organizations, which often are 
poorly attended particularly beyond the 
elementary school years, could be important 
vehicles for mobilizing support for substance- 
free schools and students. Parent power is key to 
preventing and reducing substance use and abuse 
yet too many parents neglect to exercise this 
power. 

Schools Are Next in Line 

While substance use and abuse wreck havoc with 
the ability of schools to accomplish the task of 
education, school administrators and staff are not 
sure about what more they can do. Few school 
staff members are trained in recognizing and 
responding to substance abuse and addiction. 
Frustrated and overburdened with the many 
responsibilities schools carry, many schools end 
up turning to prepackaged prevention curricula— 
many with no proven effectiveness— and rarely 
implement those that do show promise in ways 
true to the original design. The nature and 
quality of the school environment and students’ 
attitudes toward their school are among the most 
important factors related to student substance use 
and other problem behaviors. 19 Despite this, 



most administrators, teachers and other school 
staff focus their prevention efforts on individual, 
narrowly tailored drug prevention programs. 

A Supportive School Environment Reduces 
the Risk of Substance Use and Abuse 

Features of the school environment-school 
structure and policies, academic goals, curricula, 
teacher qualifications and attitudes, 
administrative support, level of parental and 
community involvement, availability of 
extracurricular activities and the general 
characteristics of the student population- 
influence substance use among students . 20 



You look at the problems of academic 
underperformance, the problems with violence, the 
problems with drugs. They are rooted in the same 
causes. 22 

-Paul Valias, CEO 
Chicago Public School System 
CASACONFERENCE: 
Substance Abuse in the 21 st Century: 
Positioning the Nation for Progress 



A school environment that helps reduce the risk 
of student substance use is one that encourages 
student attachment to school, provides clear and 
consistent expectations for student behavior, 
imparts sound societal values, offers more 
individual attention within smaller schools, helps 
coordinate support services for students and their 
families and insists on parental involvement in 
students’ education. Substance abuse prevention 
curriculum is an important but by no means 
sufficient element of this equation. 

A school environment that encourages students 
to set high, yet attainable, academic goals will 
encourage students to avoid substance use that 
interferes with the attainment of these goals. 

One that encourages students to become involved 
in extracurricular activities not only provides the 
opportunity for youth to broaden their interests 
and enrich their lives, but also helps reduce key 
risk factors for substance use— boredom, 
delinquency and low self-esteem . 21 The way 
students perceive their own abilities and talents 



could affect the school environment, for 
example, by influencing the level of enthusiasm 
and general morale of the student body. 

CASA has learned from numerous focus groups 
conducted with middle and high school students 
that students feel enormous pressure to succeed 
in school and many describe substance use as a 
means of relieving some of the stress associated 
with this pressure. Schools must be aware of the 
pressure students feel and teach them alternative 
means of stress management that do not involve 
self-medication. 

Student Attachment to School Reduces Risk 

Students who feel attached or connected to 
school— their teachers and classmates— use 
cigarettes, alcohol and marijuana less frequently 
than students who do not feel connected to their 
school . 23 Feeling connected to school is related 
to positive student-staff interactions,* positive 
inter-student relationships and a sense of student 
empowerment . 24 As early as elementary school, 
students in schools characterized by low student 
attachment to school report higher levels of 
availability and acceptability of alcohol and 
cigarettes in school than students in schools 
characterized by relatively higher levels of 
student attachment . 25 

Students who develop a positive bond with their 
school are more likely to perform well 
academically and refrain from misconduct and 
other antisocial behavior . 26 Students who like 
their classes, have good peer relations and accept 
their school’s mission and values are more likely 
to feel attached to their school . 27 Participation in 
academic and extracurricular activities increases 
bonding by allowing students to realize their 
potential and enjoy the opportunity to affiliate 
with peers and teachers who share their 
interests . 28 One study found that students in 
higher grades reported liking school less and 
having a less favorable evaluation of their 
school’s general environment compared to 
students in lower grades, suggesting that student 



’ Including teachers, coaches, cafeteria workers, bus 
drivers, custodial workers, office staff and 
administrators. 





bonding must be fostered early and consistently 
throughout a student’s academic career. 29 

This year and for each remaining year of this 
decade, 19 percent of all teachers, 15 percent of 
all superintendents and 16 percent of all 
administrators will be new to their schools or 
districts. 30 This high turnover complicates the 
problem of developing strong student attachment 
to teachers and schools. 

Clear and Consistent School Expectations 
for Student Behavior Reduce Risk 

Clear and consistent expectations for student 
behavior, particularly with regard to substance 
use, are critical for decreasing the likelihood that 
students will bring drugs to school, use drugs in 
school or urge their friends to use drugs. Schools 
that provide clear and consistent expectations for 
student behavior, high levels of student 
attachment to schools and clear messages about 
the unacceptability of alcohol, tobacco and drug 
use are likely to witness improvements in 
students’ academic performance and reductions 
in the risk of student substance use. 

Most schools provide no use messages to youth 
through posters hung up in classrooms and 
hallways, through assemblies and through 
specific curricula primarily targeted to middle 
school children. Few schools provide consistent 
and carefully tailored no use messages beginning 
in preschool and continuing through twelfth 
grade or assure that these messages increase in 
sophistication as the children age. Even fewer 
schools tailor the messages to be gender and 
culture specific. 



Our school doesn Y allow smoking within two 
blocks of the school So all the students go to 
the park two blocks away to smoke and end up 
seeing all their teachers there doing the same 
thing. 

—Student 
CASA Focus Group 



Keeping Students Off Substances 
Student Perspective 

• The behavior of friends is a strong influence 
on personal choices to use drugs. 

• Student access to information/helping 
resources is limited. 

• Whether students seek support from school 
counselors, teachers or administrators 
depends in large part on the perceived 
confidentiality of the interactions. 

• Substance use prevention curricula are often 
repetitive across grade levels and do not vary 
enough by grade level. 

• High school is too late to influence drug 
choices. 

• Having information about drugs does not 
necessarily change behavior (“kids will do it 
anyway”). 

• Knowledge of personal experiences with 
drugs is an important deterrent to use. 

• Alcohol is considered a less risky alternative 
to drugs. 

• Stress is seen as a major concern of students 
and substance use is perceived as a stress 
reliever. 

School Staff Perspective 

• Parents should be held responsible for 
educating their children about drugs. 

• Parents expect schools to handle drug issues. 

• Parent education regarding drugs is viewed 
as an important need. 

• High school is too late to begin drug 
education. 

• Schools often develop their own substance 
use prevention curricula. 

• Schools have difficulty finding curriculum 
materials. 

• Giving teachers the responsibility of 
administering drug curricula is problematic 
because there is limited time in the school 
schedule. 

• The faculty needs to be trained in the 
warning signs of drug abuse in students. 

• Finding quality treatment services in the 
community is a problem. 



-CASA Focus Groups 



Clear and consistent messages pertain not only to 
what students are taught in classrooms and 
actions taken against students who violate drug- 
related policies, but the examples set by teachers 
and other school staff. For example, allowing 
school personnel to smoke right outside the 
school building sets a poor example for students 
and diminishes the power of school faculty to 
relay convincingly anti-substance use messages 
to students. Permitting staff members to smoke 
on school premises or just beyond the boundaries 
of the drug-free school zone sends mixed 
messages to students. 

Paying Attention to Student Problems Can 
Make a Difference 

Paying special attention to the needs of children 
at risk, including those with learning disorders, 
eating disorders or discipline problems, those 
who become sexually active at an early age, 
those suffering from depression or anxiety, those 
showing poor academic performance and poor 
coping skills and those who move often is key to 
identify and intervene early in student problem 
behavior. 



The Family Academy in New York combines a 
nationally acclaimed academic curriculum 
with a longer school day and year, and a wide 
array of social and health sciences to ensure 
that students are ready and able to learn. 
Each component is considered necessary, but 
no single component is considered sufficient . 31 



Because of their extensive contact with students, 
schools are in a unique position to provide early 
identification, assessment, referral and follow-up 
to students in need of support services. These 
services can include substance-abuse treatment 
programs, mental health services, counseling, 
teen pregnancy programs, dropout prevention, 
health care, child-abuse programs, gang- 
diversion programs, conflict resolution programs, 
literacy training, tutoring and remedial 
education, and mentoring . 32 Unfortunately, early 
identification, assessment, referral, follow-up 
and support services often are available only to 
those with the most severe problems . 33 



Clearly, schools are not in the business of 
providing students with actual treatment and 
other social services. However, after families, 
schools are the epicenter of a child’s life and 
therefore bear a shared responsibility with 
families and communities to guide students 
toward needed services and help ensure that 
those services are obtained. 

Paying Attention to Key Moments in A 
Student’s Life Can Make a Difference 

Key times in students’ lives when student risk for 
substance use increases are transitions between 
levels of schooling and family relocations. 

Following the transition from elementary to 
middle school and from middle to high school, 
students report less positive relationships with 
their teachers 34 and marked increases in 
substance use . 35 Schools that help students move 
through these transitions by planning alcohol- 
free social activities and mediating student 
conflict have reduced student rates of substance 



Students in families that move to other cities or 
locations requiring a change of school are at 
greater risk of substance abuse. Promoting 
school attachment can be difficult in schools 
where there is a high rate of student attrition due 
to family mobility. But the need to reach these 
students is dire. Schools need to engage 
aggressively to connect with these students in a 
positive way. 

Schools that Involve Parents in Their 
Children ’s Education Reduce Risk 

Schools that succeed in engaging parents as 
partners in their fight against student substance 
use are more likely to see academic success 
among students and students who are substance 
free . 37 Schools that involve parents in their 
children’s education by encouraging or even 
requiring parental participation in students’ 
homework assignments and studying not only 
help students achieve better academic 
performance, but help enhance the parent-child 
relationship as well . 38 
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School efforts to encourage parents to participate 
in their children’s learning and encourage their 
active involvement in preventing their children’s 
substance use can include collaboration with 
community partners to provide parent and family 
resource centers in schools, parent education 
programs with a focus on healthy child 
development and ways to talk to children about 
drugs, and family management skills training 
programs. Schools can insist on parental 
involvement in parent-teacher-student 
conferences, determining school substance abuse 
policies, signing contracts about observance of 
these policies, or decisions regarding the 
adoption and implementation of prevention 
programs. 



Smaller School Size Reduces Risk 

Smaller schools are associated with 
improvements in student achievement and 
greater participation in extracurricular activities-- 
two school factors that protect against student 
substance use . 39 Studies conducted in 
Philadelphia concluded that students in small 
schools were more likely than those in large 
schools to pass major subjects . 40 A study in New 
Jersey demonstrated that school size has more of 
an influence on student achievement than on any 
other factor controllable by educators . 41 A study 
in Alaska found that disadvantaged students in 
small schools outperformed those in larger 
schools on standardized tests of basic skill . 42 



Schools can help inform parents about the danger 
of tobacco, alcohol and dings, the symptoms of 
teen substance use and abuse, the prevalence of 
such use among children and the critical role 
parents play in their children’s substance-related 
attitudes and behaviors from birth through the 
teen years. 

Involving parents is often a frustrating task for 
schools. Many teachers, principals, coaches and 
other school staff recognize the difficulty of 
getting parents to find out if their children are 
using drugs or admit that their children might be 
using drugs. 

Staff Training is Critical 

School staff members work with students on a 
daily basis. The extent of substance use and 
abuse in our schools is profound, yet most staff 
members are not trained in teacher education or 
in-service programs to recognize the signs of 
substance abuse and to know how to respond 
appropriately to assure that the student receives 
the necessary counseling and treatment. 



The faculty needs training in the warning signs of 
drug abuse in students. 

--School Staff Member 
CASA Focus Group 



The success of small schools contributes to more 
satisfied students, more committed teachers and 
to a better school -student and school-family 
match 43 Schools that are too large engender a 
sense of anonymity and limit the ability of 
faculty to closely supervise student behaviors- 
two ingredients that increase the risk for student 
substance use. Smaller schools enhance student- 
school bonding, which increases the likelihood 
that the school will serve as a positive influence 
on student behavior and help to limit student 
substance use. 

Strong and Supportive Peer Groups Can 
Resist Negative Peer Pressures 

Students can play a significant role in 
encouraging their peers to develop responsible 
attitudes and behaviors toward substance use. 
Peer counseling is one promising practice for 
reducing student substance use. Schools can 
develop programs to train students to be 
counselors, conflict mediators and educators to 
help students with problems related to stress, 
poor coping skills and low self-esteem— all of 
which contribute to substance use. 

The campaign against drunk driving, Friends 
Don't Let Friends Drive Drunk, appears to have 
been helpful in making the concept of designated 
drivers commonplace at parties and social 
gatherings . 44 If a youth can come to feel 
responsible for preventing a friend from drinking 





and driving out of concern for his or her physical 
well being, teens also might learn to accept 
responsibility for preventing their friends from 
harming themselves by smoking, drinking or 
using drugs. 

School Reform Measures Can Help Reduce 
Substance Abuse 

Increasing concern with academic performance 
has led educators to look for ways to improve 
our nation’s schools. For example, a main goal 
of school reform efforts is to create a school 
environment that emphasizes the intellectual 
quality of student work, sets high academic 
standards, creates learning communities that 
encourage intellectual quality, prepares students 
for adult roles and makes health and safety a 
central concern of education. 45 These elements 
of an improved school environment also hold 
promise for addressing more effectively the 
problem of student substance use. 

Supportive educational environments for 
students are associated with increased student 
respect for teachers and improved student 
attitudes towards school. 46 Students in 
elementary schools that have been restructured to 
improve the school environment report less 
substance use than students in schools that have 
not been involved in similar school reform. 47 
Some of these effects are long lasting. At age 
18, students who have been exposed to this type 
of improved school environment report less 
frequent heavy alcohol use than students in 
schools that have continued to function 
according to more traditional models. 48 

Some education professionals have advocated for 
including formal programs of “character 
education” or “moral education” into the 
classroom so that schools can begin to broader 
their focus from academics alone to academics 
mixed with the personal development of every 
student 49 Ten states now mandate some form of 
character education. 50 Most definitions of 
character education focus on the intentional and 
strategic teaching of mores and values. Some 
researchers have argued that improving the 
conduct of American youth through character- 
building programs will help to reverse the rise of 



a variety of social problems including substance 
abuse as well as improve students’ academic 
achievement. 51 Research on the effectiveness of 
such programs is inconclusive at best. However, 
few would argue that there is some merit to 
having schools partner with parents and 
communities to help students develop strong 
values, either through formal educational 
programs or less structured means. 

Partnering with the Community to 
Offer Support Reduces Risk 

Schools are not isolated from their communities. 
Students, faculty and staff are comprised of 
members of the surrounding community who all 
have an interest in ensuring that the children of 
the community are healthy and drug free. By 
teaming with community agencies, a broader 
range of services can be offered to students with 
a variety of problems that can affect their health 
and their academic performance. 52 

By linking students and their families to a host of 
community services, schools can help students 
receive the services they need to complement 
and support their education. However, their 
ability to do so often is constrained by the 
limited availability of such services in the 
community. Communities often lack in 
affordable, accessible and quality treatment 
services for youth. 53 Schools and school 
personnel that are willing to help a student in 
need often face limited options in getting 
students appropriate services. To the extent that 
schools are responsible for helping ensure that 
students with substance use problems receive 
treatment, communities and government 
agencies bear the primary responsibility of 
assuring that effective, age-appropriate and 
affordable services are available to those who 
need it. 

Community Partners Can Help Restrict 
Youth Access to Tobacco and Alcohol 

Community-wide initiatives and commitment 
from retailers and law enforcement to restrict 
access to tobacco and alcohol among school- 
aged youth have proven effective in reducing 
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smoking and drinking among students. This kind 
of approach is especially effective with younger 
students. 54 

On June 28, 2001, the Supreme Court ruled that 
states do not have the power to restrict tobacco 
advertising in the zones around schools and 
public parks beyond limitations set by federal 
law. Despite this decision, communities can still 
work together with businesses to ensure that 
tobacco and alcohol advertisements are not 
directed to youth, that sales of tobacco or alcohol 
products around schools be prohibited and that 
such prohibitions are well enforced. 

Strong Working Relationships With 
Community Agencies Can Help Assure 
That Students Receive Needed Treatment 

An essential component of keeping schools 
substance free is assuring that students receive 
the treatment they need for substance abuse 
problems. Schools cannot be expected to 
provide treatment; however, by recognizing that 
treatment is often necessary if students are to 
meet educational goals, schools may be more 
likely to form alliances with community agencies 
to assure availability of effective treatment. 

Even when parents, schools and students are 
willing to take responsibility for finding help for 
children in need, they face a dismal shortage of 
effective treatment options for youth. 55 In 1999, 
5.7 percent (1.3 million) of youth 12- to 17-years 
of age were dependent on alcohol or illegal 
drug. 56 Only about 23 percent of them— 296, 000- 
-received any form of treatment in the past 12 
months for drug or alcohol abuse, 57 leaving a gap 
of some one million 12- to 17-year olds in need 
of treatment. 58 

Existing treatment programs primarily are based 
on adult models and do not conform to research- 
based evidence regarding what works best for 
treating young people. 59 Furthermore, the 
treatment needs of youth vary considerably with 
age and co-occurring mental health problems. 60 
Communities can help play an important role in 
improving the quality and accessibility of 
treatment services targeted to youth. 



Even when treatment is available, parents, 
teachers and fellow students must take 
responsibility for helping to motivate students 
with substance abuse problems to get the 
treatment they need. 
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Chapter VII 

Opportunities and Next Steps 

Making our schools substance free and 
preventing and reducing substance use among 
students is a monumental task. The schools 
simply cannot do it alone no matter how 
effective their curriculum programs or how well 
administered their zero-tolerance policies. It 
will take the school-teachers, administrators 
and other staff— the parents, the students 
themselves and the community. 

CASA recommends a fundamental overhaul in 
the way parents, school administrators and staff, 
students and communities think about and 
confront the issues of substance abuse and 
addiction: 



• Parents should demand that their children’s 
schools be free of tobacco, alcohol and 
drugs and cooperate with schools when their 
own children face problems with substance 
use and abuse. 

• Schools should substantially broaden their 
efforts to keep schools free of tobacco, 
alcohol and drugs and prevent and reduce 
substance use among students. 

• Students need to take responsibility not to 
use substances themselves, to prevent 
substance use in schools and to help 
classmates who are using drugs. 

• Community leaders should assume the role 
of active partner with the schools to assure 
that youth do not have access to tobacco, 
alcohol or drugs and that prevention, 
treatment and law enforcement resources are 
available. 

• Government should expand funding for 
treatment and for prevention and treatment 
research. To the fill lest extent consistent 
with the First Amendment, government 
should place restrictions on the advertising 
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of tobacco and alcohol products in media 
sources that are accessible and attractive to 
children. 

Next Steps 

Focus on All Substance Abuse 

CASA recommends that parents, schools and 
communities strive to prevent all forms of 
substance abuse--not just illegal drug use. 
Substances of abuse are related to one another 
not only in terms of the statistical odds that a 
person who uses one substance is likelier to use 
others as well, but also in terms of their similar 
biological effects on the brain and the body. 

Each year, new substances of abuse come into 
vogue and prevention messages and information 
about risk must be promptly delivered about 
each substance. 

Schools, in concert with parents, students and 
communities, should review their current 
approaches to prevention against the full range 
of factors directly linked to student substance 
use and abuse. Table 7. 1 identifies the key 
factors that should be addressed in crafting 
broad-based prevention and intervention 
programs. Using this approach should help 
schools identify additional actions they can take 
themselves and areas of intervention more 
appropriate for collaborative efforts with 
families, students and communities. 

CASA also identifies specific opportunities for 
schools, parents, communities and government: 

Opportunities for Schools 

• Train all administrators, teachers, coaches, 
counselors, nurses and other school staff to 
spot the signs of substance abuse and know 
how to respond. Training should be 
provided through undergraduate and 
graduate education programs, in-service 
training and new staff orientation. State 
qualification exams should include questions 
about how to spot substance abuse and what 
to do when faced with it. 



Table 7.1 

Key Risk Factors to Address When Crafting 
Prevention Programs 

Schools 

V Tobacco, alcohol and drugs available at school 

V Parents not engaged by schools in their child’s education 

V Mixed or inconsistent messages about substance use 

V Low student attachment to school 

V Teachers and administrators who smoke at school 

V Low or inconsistent expectations for student behavior 

V Few well-coordinated support services for students and their 
families 

V Transition from 5* to 6* grade and from 7 th to 9 th grade 

Students 

V Poor academic performance 

V Current substance use 

V Low self-esteem 

V Depression or anxiety 

V Learning or conduct disorders (e g., ADHD) or eating 
disorders 

V Sensation seeking, impulsivity 

V Discipline problems (e.g., theft, truancy) 

V Early sexual activity 

V Poor coping skills 

V Frequent mobility from school to school 

V Low perceptions of risk or harm of substance use 

V Inaccurate or limited knowledge about effects of substance 
use 

Family 

V Prenatal exposure to tobacco, alcohol or drugs 

V Family history of substance use 

V Tobacco or drug use and alcohol abuse in the family 

V Parental mental health problems 

V Poor parent/child communication 

V Low parental monitoring and support 

V Little quality time spent with children 

V Low parental affection 

V Family conflict 

Peers 

V Low ability to resist peer pressure 

V Inaccurate perception of substance use among peers 

V Relationship with peers who take risks and are involved in 
other problem behaviors 

V Desire to be accepted into a peer group; need to fit in, be 
“cool” 

Communities 

V Easy availability of tobacco, alcohol and drugs to youth 

V Community tolerance for youth tobacco, alcohol and drug 
use 

V High crime rates 

V Few after-school activities 

V High levels of neighborhood trash, grime and disrepair 
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Provide strong no-use messages every year 
from preschool through the twelfth grade, 
tailored to the age, culture and sophistication 
of the child. Intensify these messages at the 
transitions from elementary to middle school 
and from middle to high school when 
students are at increased risk for substance 
use. Schools should make every effort to 
incorporate these messages not only into 
specific prevention programs, but into health 
and other academic curricula and school- 
sponsored social settings. 

Develop strong and common sense 
substance use policies that: 

^ Prohibit the possession, sale or use of 
cigarettes, alcohol, illegal and abused 
prescription drugs on school property or 
at school sponsored events. 

> Identify and enforce clear consequences 
for noncompliance that assure continued 
education and access to treatment, and 
employ graduated sanctions for 
noncompliance with a treatment plan or 
repeat infractions of school policies. 

> If school administrators determine that a 
student has been using tobacco, alcohol 
or other illicit drugs, the school should 
work with community agencies to 
arrange for proper assessment, referral, 
counseling, treatment and follow-up 
care. Schools should establish student 
and employee assistance programs to 
provide counseling for students and staff 
with substance abuse problems of their 
own or among their families and friends. 

^ For students who voluntarily request 
help with a substance abuse problem, 
assure access to treatment and education 
without penalty. 

^ If school administrators suspect that a 
student or staff member is under the 
influence of alcohol or drugs, the 
school should require testing. 



^ If school administrators suspect that a 
student or staff member has brought 
tobacco, alcohol or drugs onto school 
property, the school should conduct an 
unannounced search. 

^ Conduct pre-employment alcohol and 
drug testing for all school personnel 
and for-cause testing after 
employment. 

• Improve and expand existing prevention and 
intervention programs: 

^ Develop the capacity in each school to 
design and implement effective 
prevention and intervention efforts. 
Schools should develop the capacity to 
ensure that substance abuse prevention 
and intervention efforts are chosen on 
the basis of research-based evidence, 
implemented correctly, integrated into 
the school environment and instructional 
program and evaluated for their efficacy 
in reducing substance use among 
students in the school. Schools should 
abandon those programs that have no 
proven efficacy in reducing student 
substance use and replace them with 
programs or elements of programs that 
work. Prevention program messages 
should be delivered by people who have 
the greatest chance of influencing youth- 
-such as health professionals, parents 
and peers, as well as teachers— and who 
have been appropriately trained. 

> Develop programs for high-risk 

students. Schools should offer targeted 
prevention and intervention services to 
youth at high risk for developing 
substance abuse problems, including 
children with learning disabilities and 
conduct disorders, who are failing or 
doing poorly in school, who have moved 
frequently, who are engaged with the 
juvenile justice system, who have 
parents with addiction problems, and 
who have co-occurring problems such as 
anxiety, depression and eating disorders. 



• Create a school climate to: 

> Engage parents in each child’s 
education. Teachers should 
communicate routinely with parents 
about the child’s progress in school and 
any problems that he or she is 
encountering. Teachers and 
administrators should provide 
information to parents of day and 
evening hours when they are available 
to meet with them to respond to their 
concerns about their children’s 
education. 

> Develop high levels of student 
attachment to schools. Schools should 
require and foster positive interactions 
between students and staff and cultivate 
a sense of student empowerment. They 
also should create varied opportunities 
for student participation in academic and 
extra-curricular activities. 

> Help students build supportive peer 
groups and resist negative peer 
pressures. Schools’ curriculum 
programs should seek to help students 
provide support to each other to resist 
substance use and abuse and build skills 
to resist peer pressure. 

y Encourage students to report classmates 
who have substance abuse problems so 
they can be helped and classmates who 
deal drugs so that appropriate action can 
be taken. 

Opportunities for Parents 

• Parents should become hands-on parents by, 

for example: 

> Eating dinner with their children on 
most nights of the week --with the 
television off. 

> Making clear that they would be 
extremely upset if their children 
smoked, drank or used drugs. 



y Expecting to be and are told the truth by 
their children about where they are 
going in the evenings or on weekends. 

y Knowing where their children are after 
school and on weekends. 

y Imposing a curfew. 

y Being very aware of their children’s 
academic performance. 

y Monitoring what their children watch on 
television and do on the Internet. 

y Putting restrictions on the music CDs 
their children buy. 

y Talking to their children about tobacco, 
alcohol and drugs. 

y Having children be responsible for 
regular household chores. 

y Having an adult present when their 
children are home from school. 

y Fighting for substance-free schools. 

Opportunities for Communities 

• Community agencies, in partnership with 
schools, can establish confidential hotlines 
where parents and students can call for 
advice on how to handle substance abuse 
concerns and get help. 

• Communities can create family resource 
centers in cooperation with schools that 
provide health, education and social service 
resources for parents. 

• Local businesses can work with schools to 
create before and after school programs that 
provide mentoring and opportunities for 
youth to participate in academic, artistic, 
cultural and recreational programs. 

• Local governments, neighborhood 
organizations, parents and local businesses 
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can work together to improve the 
community environment. 

• Local law enforcement agencies should step 
up enforcement of alcohol and tobacco laws 
related to youth. 

Opportunities for Federal and State 
Governments 

• Fund additional independent research and 
evaluation of what works to prevent and 
reduce substance use and abuse among 
children. 

• Fund research on the development of 
treatment programs designed specifically to 
meet the needs of youth. 

• Fund additional treatment services to close 
the one million child treatment gap. 

• Strengthen and enforce laws prohibiting 
sales of cigarettes and alcohol products 
within the vicinity surrounding school 
boundaries. 

Adopting federal legislation like the Drug Abuse 
Education, Prevention and Treatment Act of 
2001(8304), introduced by Senators Orrin Hatch 
(R-UT), Mike DeWine (R-OH), Joseph Biden, 
Jr. (D-DE), Patrick Leahy (D-VT) and Strom 
Thurmond (R-SC), would help to expand needed 
treatment and prevention services. 
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Appendix A 

Survey Descriptions 



Youth Risk Behavior Survey 
(YRBS) 

The Youth Risk Behavior Survey (YRBS) 
monitors six categories of priority health-risk 
behaviors among youth and young adults -- 
behaviors that contribute to unintentional and 
intentional injuries; tobacco use; alcohol and 
other drug use; sexual behaviors that contribute 
to unintended pregnancy and sexually 
transmitted diseases (STDs) (including human 
immunodeficiency virus [HIV] infection); 
unhealthy dietary behaviors; and physical 
inactivity. The YRBS includes a national 
school-based survey conducted by the CDC as 
well as state, territorial, and local school-based 
surveys conducted by education and health 
agencies. 



Monitoring the Future (MTF) 

Monitoring the Future is an ongoing study of the 
behaviors, attitudes, and values of American 
secondary school students, college students, and 
young adults. Each year, a total of some 50,000 
eighth, tenth and twelfth grade students are 
surveyed (twelfth graders since 1975, and eighth 
and tenth graders since 199 1). In addition, 
annual follow-up questionnaires are mailed to a 
sample of each graduating class for a number of 
years after their initial participation. 



The National Household Survey on 
Drug Abuse (NHSDA) 

The National Household Survey provides annual 
estimates of the prevalence of illicit drug, 
alcohol and tobacco use in the U. S. and 
monitors the trends in use over time. It is based 
on a representative sample of the U.S. 
population age 12 and older, including persons 
living in households and in some group quarters 
such as dormitories and homeless shelters. 
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CASA’s Annual National Survey of 
American Attitudes on Substance 
Abuse 

Since 1995, CASA has conducted national 
surveys of teens’ attitudes toward substance 
abuse as well as the attitudes of those who most 
influence them— parents, teachers and school 
principals. Other surveys seek to measure the 
extent of substance use in the population; 
CASA’s survey probes substance abuse risk. 

The purpose of the survey is to identify factors 
that increase or diminish the likelihood that 
teens will use cigarettes, alcohol or illegal drugs 
in an effort to develop the most effective means 
of helping teens avoid substance abuse. 
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Appendix B 

Safe, Disciplined and Drug-Free Schools Expert Panel 
Exemplary Programs 2001* 



To be considered “exemplary” by the 
Department of Education, a program must have 
been evaluated by at least one study that has 
demonstrated the program’s effectiveness in 
reducing substance use, violent behavior or other 
conduct problems one year or longer beyond 
baseline. In addition, the program has to have 
received a rating of “3” (see ratings below) on 
Criterion 1 (see Criteria below), a rating of “2” 
or higher on Criteria 2 through 7, and a rating of 
“3” on at least three of Criteria 2 through 7. 

Rating Scale: 

0 = absent 

1 = minimally acceptable 

2 = adequate 

3 = strong 

Criteria 

Criterion 1 

The program reports relevant evidence of 
efficacy/effectiveness based on a 
methodologically sound evaluation. 

Criterion 2 

The program’s goals with respect to changing 
behavior and/or risk and protective factors are 
clear and appropriate for the intended population 
and setting. 

Criterion 3 

The rationale underlying the program is clearly 
stated, and the program’s content and processes 
are aligned with its goals. 



United States Department of Education. (2001). Safe, Disciplined, and Drug-Free Schools Expert Panel for 
Exemplary and Promising Programs. Retrieved from the World Wide Web 8/3/01; 
http://www.ed.gov/offices/OERI/ORAD/KAD/expert_panel/ 
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Criterion 4 

The program’s content takes into consideration 
the characteristics of the intended population 
and setting (i.e. developmental stage, ethnicity, 
gender, culture) and the needs implied by these 
characteristics. 

Criterion 5 

The program implementation process effectively 
engages the intended population. 

Criterion 6 

The application describes how the program is 
integrated into schools’ educational missions. 

Criterion 7 

The program provides necessary information 
and guidance for replication in other appropriate 
settings. 

Exemplary Programs 2001 

Athletes Training and Learning to Avoid 
Steroids (ATLAS) 

Portland, OR 

CASASTART* 

New Y ork, NY 

Operating in the following cities, effective 9/01: 

Los Angeles, CA 

Commerce City, CO 

Denver, CO 

El Paso, TX 

San Antonio, TX 

Philadelphia, PA 

Washington, DC 

Bridgeport, CT 

Austin, TX 

New York, NY 

Life Skills Training 

Hartsdale, NY 

OSLC Treatment Foster Care 
Eugene, OR 



Project ALERT 

Los Angeles, CA 

Project Northland- Alcohol Prevention Curriculum 

Center City, MN 

Project T.N.T.- Towards No Tobacco Use 
Scotts Valley, CA 

Second Step: A Violence Prevention 
Curriculum 

Seattle, WA 

Strengthening Families Program: For 
Parents and Youth 10-14 

Ames, IA 



The National Center on Addiction and Substance 
Abuse (CASA) at Columbia University. 
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Appendix C 

Safe, Disciplined and Drug-Free Schools Expert Panel 
Promising Programs 2001* 



To be considered “promising” by the 
Department of Education, a program must have 
been evaluated by at least one study that has 
demonstrated the program’s effectiveness in 
reducing substance use, violent behavior, 
conduct problems or one or more risk and 
protective factors that research has established 
as major predictors of these behaviors. In 
addition, the program has to have received a 
rating of “2” or higher on Criteria 1 through 5 
and a rating of “1” or higher on Criteria 6 and 7. 

Rating Scale: 

0 = absent 

1 = minimally acceptable 

2 = adequate 

3 = strong 

Criteria 

Criterion 1 

The program reports relevant evidence of 
efficacy/effectiveness based on a 
methodologically sound evaluation. 

Criterion 2 

The program’s goals with respect to changing 
behavior and/or risk and protective factors are 
clear and appropriate for the intended population 
and setting. 

Criterion 3 

The rationale underlying the program is clearly 
stated, and the program’s content and processes 
are aligned with its goals. 



United States Department of Education. (2001). Safe, Disciplined, and Drug-Free Schools Expert Panel for 
Exemplary and Promising Programs. Retrieved from the World Wide Web 8/3/01; 
http://www.ed.gov/offices/OERI/ORAD/KAD/expert_panel/ 
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Criterion 4 

The program’s content takes into consideration 
the characteristics of the intended population 
and setting (i.e. developmental stage, ethnicity, 
gender, culture) and the needs implied by these 
characteristics. 

Criterion 5 

The program implementation process effectively 
engages the intended population. 

Criterion 6 

The application describes how the program is 
integrated into schools’ educational missions. 

Criterion 7 

The program provides necessary, information 
and guidance for replication in other appropriate 
settings. 

Promising Programs 2001 

Aggression Replacement Training 

Syracuse, NY 

Aggressors, Victims and Bystanders: 
Thinking and Acting to Prevent Violence 

Newton, MA 

Al’s Pals: Kids Making Healthy Choices 
Richmond, VA 

All Stars (Core Program) 

Greensboro, NC 

Child Development Project 

Oakland, CA 

Community of Caring 
Washington, DC 

Creating Lasting Family Connections 
Louisville, KY 

Facing History and Ourselves 
Brookline, MA 



I Can Problem Solve (ICPS) 

Philadelphia, PA 

Let Each One Touch One Mentor Program 
Denver, CO 

Linking the Interests of Families and 
Teachers (LIFT) 

Eugene, OR 

Lions-Quest Skills for Adolescence 
Newark, OH 

Lions-Quest Working Toward Peace 

Newark, OH 

Michigan Model for Comprehensive School 
Health Education 
Lansing, MI 

Minnesota Smoking Prevention Program 
Center City, MN 

Open Circle Curriculum 

Wellesley, MA 

PATHS Curriculum (Promoting Alternative 
Thinking Strategies) 

Seattle, WA 

PeaceBuilders 

Tucson, A Z 

Peacemakers Program: Violence Prevention 
for Students in Grades Four Throught Eight 
Cleveland, OH 

Peers Making Peace 
Richardson, TX 

Positive Action Program 
Twin Falls, ID 

Preparing For The Drug Free Years (PDFY) 
Seattle, WA 

Primary Mental Health Project 

Rochester, NY 

Project STAR 

Los Angeles, CA 



Growing Healthy 

New York, NY 



Responding in Peaceful and Positive Ways 
(RIPP) 

Richmond, VA 

Say It Straight Training 

Denton, TX 

SCARE Program 
TAMC,m 

Seattle Social Development Project 
Development Research and Programs, Inc. 
Seattle, WA 

SMART Team (Students Managing Anger & 
Resolution Together) 

Tucson, A Z 

Social Decision Making/Problem Solving 

New Brunswick, NJ 

Teenage Health Teaching Modules 

Newton, MA 

The Think Time Strategy 
Lincoln, NE 
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